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ATURE has so endowed human beings 
that ovarian failure and incapacity for 
conception take place at an age when the 
potential for both fetal abnormalities and 
complications of pregnancy increases, simply on the 
basis of age. It has been said by some that the 
human female is the only species of her gender to 
live beyond the time that she can bear offspring.’ 

Why the ovary alone is singled out to become 
the “Achilles’ heel” * of the glands of internal se- 
cretion is not understood. Beneficial as it may ap- 
pear from the standpoint of eugenics or pure ob- 
stetrics, cessation of ovarian function does create 
certain disadvantages in many women. The usual 
age at which women cease to menstruate and are 
no longer able to bear children is between 45 to 50 
years. Barnes * has stated that the age at cessation 
of menses has been extended during the last sev- 
eral hundred years. This comes as no surprise and 
might even be anticipated, when one considers 
that human vital statistics in general have shown 
an increase. 

In fact, it is now estimated that in 1960 the 65- 
year-old age group will be about 10% of our popu- 
lation.* Thus, menopausal women will be encoun- 
tered in larger numbers, and efforts must be made 
to make living more pleasant and worthwhile for 
them. 

When the ovaries are no longer active not mere- 
ly is fertilization impossible but an endocrine imbal- 
ance ensues. This disturbance may be productive 
of symptoms constituting the menopausal or cli- 


Therapy for the postmenopausal patient 
has three aspects: psychotherapy, sedation, 
and hormonal therapy. A convenient index 
(menopausal index) for expressing the status 
of a patient is calculated by assigning to 
each of the 11 most common symptoms a 
weight factor and a severity coefficient; the 
sum of the 11 products ranges from 0 (for 
complete absence of menopausal symptoms) 
to about 35 (for serious distress). It was used 
as a criterion in comparing the efficacy of 
27 types of treatment, including use of 
conjugated equine estrogens (299 cases), 
ethinyl estradiol (284 cases), and chloro- 
trianisene (124 cases). There are objections 
to the prolonged use of barbiturates, and the 
results obtained by the use of ataractic drugs 
alone in this study were but slightly better 
than those obtained with a placebo. Superior 
results were obtained with conjugated equine 
estrogens and ethinyl estradiol alone or 
when the latter was used with androgens. 
These effects were augmented with the addi- 
tion of a phenothiazine compound to the 
estrogen-androgen combination. The judi- 
cious use of such therapy can afford relief 
from unnecessary discomfort to the ever- 
increasing number of menopausal women in 
the population. 
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macteric syndrome. These symptoms need not be 
as sharply demarcated as the sudden cessation of 
menses but may be gradual in onset, giving rise 
imperceptibly to the full-blown clinical picture. On 
the other hand, the artificial menopause brought 
on by surgery or irradiation is apt to produce ob- 
vious effects more acutely, often in a matter of 
days, with vasomotor symptoms predominating. 


Menopausal Physiology 


Griffiths ° has emphasized the extragenital value 
of the ovarian hormones. It is necessary to consider 
these physiological ramifications in any discussion 
of a therapeutic regimen organized to treat the 
menopause. The basis for this concept is that the 
ovary no longer can be considered primarily as a 
reproductive force; it has been shown to play an 
important role in metabolic function by virtue of 
its internal secretions. Estrogen, the prime endo- 
crine secretion from the ovary, is essential in anab- 
olism and nitrogen retention.” This is particularly 
true in the dynamic processes involved in calcifi- 
cation of bone. When the ovaries cease to function, 
and especially when they are surgically removed, 
it is likely that the stimulus for the osteoblastic 
activity is diminished so that normal bony matrix 
is reduced and decalcification results. As a conse- 
quence, osteoporosis occurs in some women and 
may be a serious cause of disability. It may pro- 
gress to the extent of collapse of a vertebra. In ad- 
dition, excessive excretion of calcium could result 
and be a factor in the formation of renal calculi. 

Recent compilation of vital statistics re- 
vealed some interesting findings, with evidence 
that coronary atherosclerosis is 10 to 40 times more 
prevalent in men under 40 than in women of a sim- 
ilar age.’ However, the incidence of coronary heart 
disease associated with hypercholesteremia is com- 
parable in postmenopausal women and in men of a 
similar age. It has been shown that high doses of 
estrogen can change an abnormal cholesterol pat- 
tern in men to a more favorable one and thereby 
diminish the degree of coronary insufficiency and 
extent of atherosclerosis.” In addition, it should be 
noted that patients subjected to bilateral oophorec- 
tomy are more vulnerable to hypercholesteremia 
than are women not so treated. 

Animal experiments have shown that oophorec- 
tomy has been associated with adrenal! hyper- 
trophy. A similar situation has been said to exist in 
women in whom an increase in 17-ketosteroid ex- 
cretion has been reported to occur in the meno- 
pause. The increased adrenocortical activity pre- 
sumably occurring in the menopausal patient may 
theoretically predispose these patients to cardio- 
vascular disease, as suggested by the work of 
Selye * on stress. Clinically the hypertensive phase 
noted in the climacteric patient is probably asso- 
ciated with the vasomotor instability that these pa- 
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tients exhibit. However, hypertension per se is not 
likely to appear in a previously normotensive fe- 
male. Of a group of 200 women in the menopause, 
including 179 who were surgically castrated, 13% 
were hypertensive as compared to a 10% incidence 
of hypertension in the same group of women prior 
to the onset of the climacteric syndrome.’ 

Menopausal Index.—With the onset of the meno- 
pause follicle-stimulating hormone (FSH) may be 
excreted in large amounts, and the urinary estro- 
gens levels are usually diminished. Assays to de- 
termine these changes are costly and cannot be 
considered as routine procedures. The vaginal 
smear is helpful but not absolute. At one time it 
was felt that the vaginal smear might be a possible 
vardstick to use in therapy. At the present time no 
definitive relationship has been found to exist among 
severity of symptoms, clinical response, and degree 
of cornification shown by the vaginal smear. Ran- 
dall '" found in patients with menopause of from 
5 to 10 years’ duration that 44.8% of the women 
with natural menopause showed estrogen deficien- 
cy; with hysterectomy and castration 30% more 
had deficient smears than after hysterectomy alone. 
inasmuch as the laboratory and specific tests used 
in detecting hormonal insufficiency are too compli- 
cated and not precise enough to establish a diagno- 
sis in women adequately, the clinician must depend 
on the symptoms of the climacteric to diagnose the 
condition in his patient. 

The symptoms and not the laboratory data will 
also serve as more accurate criteria in determining 
the efficacy of therapy. At this point we will not 
take issue with the psychiatric or endocrine treat- 
ment of the menopause. However, suffice it to say 
that the combined psychiatric-endocrine approach 
to the treatment of the menopause will, no doubt, 
vield infinitely better therapeutic results than either 
one alone. Nevertheless, we do feel that the endo- 
crine management of these patients as the princi- 
pal form of therapy would offer the patient a more 
reasonable and simpler, yet efficacious, means of 
treatment. The principal handicap in determining 
the effectiveness of endocrine therapy is that in 
human beings, unlike animals, medication in gen- 
eral exerts a twofold effect, one due to the pharma- 
cological action of the drug itself and the other 
to the psychological influence of drug administra- 
tion. In order to determine more precisely the ther- 
upeutic responsiveness of the menopausal patient 
to a hormonal or nonhormonal agent we have de- 
vised an objective means of evaluation, whereby 
certain of the most prominent symptoms of the 
climacteric are used in formulating a numerical 
conversion index, designated as the menopausal 
index. This provides an effective means of deter- 
mining the relative potential of any therapeutic 
agent in the control of the menopausal patient. We 
have based our evaluation of drug therapy in the 
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menopause on the effect of the preparation to be 
tested on the changes noted in the 11 most com- 
mon symptoms seen in the menopausal patient. 

In the past decade this system has offered a most 
objective means of studying the effect of hormone 
or drug therapy in the menopausal patient. Each 
symptom is given a numerical value, ranging from 
1 to 4; the more important the symptom, the high- 
er the figure between 1 and 4. In addition, the 
severity of the symptoms referable to the specific 
complaint is also given a numerical conversion 
factor, ranging from 0 to 3. The factor referable 
to the symptom is then multiplied by the factor 
referable to its severity. In so doing one obtains an 
arbitrary figure or product representative of the se- 
verity for that particular complaint. The sum total of 
all these products furnishes us with a figure which is 
referred to as the menopausal index (table 1). 
Moreover, the following facts must be stated to 
further substantiate this mode of evaluation. The 
severity of the symptoms as noted above, ranging 
from 0 to 3, is obtained as follows: If the patient 
had no complaints, on interrogation for a specific 
symptom, this is graded as 0. This zero multiplied 
by the numerical conversion factor of the particu- 
lar complaint vields 0; therefore, this symptom ob- 
viously does not contribute to the sum or meno- 
pausal index. If the patient complains of mild 
symptoms a factor of 1 is given; if the patient com- 
plains of moderate symptoms, a factor of 2 is given; 
and if the symptoms are severe, the factor is 3. 

Except for vasomotor symptoms, paresthesia, in- 
somnia, and nervousness (table 1) the symptoms 
are all given a numerical conversion factor of 1. 
These four symptoms we believe are most promi- 
nent and cause the patient the greatest difficulty. 
Vasomotor symptoms exceed the others in impor- 
tance and are usually responsible for bringing the 
patient to the attention of the physician; hence, 
thev are given a numerical conversion factor of 4. 
Paresthesia, insomnia, and nervousness, less impor- 
tant than the vasomotor symptoms but of greater 
im»ortance than the remaining symptoms, are giv- 
env factor of 2. Thus, if a patient has severe vaso- 
motor symtoms, the numerical conversion factor 
4 is multiplied by the severity factor of 3, giving a 
factor of 12, which would thus increase the total 
menopausal index. If the clinician depends primarily 
on vasomotor complaints for determination of the 
need for therapy, he neglects a large group of pa- 
tients who are suffering with other manifestations 
of the menopause yet who have minimal vasomotor 
symptoms. 

At this point we would like to emphasize that 
“hot flushes” are a comparatively late manifesta- 
tion in the climacteric syndrome. Basically, it has 
been said that the arteriolar changes of the blush 
area result from diminution or absence of steroid 
control. Reynolds '' has shown that the loss of this 
regulator causes hot flushes by vasomotor insta- 


MENOPAUSAL SYNDROME—KUPPERMAN ET AL. 


105/1629 


bility. Patients with severe cases may be plagued 
primarily with abundant perspiration and chilly 
sensations. One patient described her difficulty as 
“like walking out and standing in the rain.” Sud- 
denly her face was covered with sweat, and yet 
no heat was experienced. These vasomotor com- 
plaints may vary from transient feelings of 
warmth that are infrequent to objective evidence 
of reddening. It must also be borne in mind that 
exciting factors such as a large meal, joy, anger, or 
even the normal vascular changes that occur from 
relaxation in sleep are factors that may influence 
the frequency and severity of vasomotor symptom 
reactions. 

The physician who is acutely aware of the cli- 
macteric syndrome would suspect its presence in a 
patient complaining of arthralgia, myalgia, formica- 
tion. headache, and palpitations, despite the fact 
that vasomotor symptoms might be minimal or ab- 
sent and menses continue. The so-called lesser 
symptoms, when present in sufficient numbers, may 


TABLE 1.—Derivation of Menopausal Index 


Numerieal 


Symptom Factor Severity’ Conversiont 
dete 2 + 6 
Weakness (fatigue) 1 Ss 1 
Arthralgia and myalgia .............. 1 M 2 
dads 1 + 3 


Menopausal index (sumjt ............ 35 


*0 = none = 0: S = slight = 1; M = moderate = 2: + = marked = 3. 
+ Numerical conversion factor severity. 
} Severe — 354+: moderate — 90-35: mild = 15-20. 


be equally as distressing as vasomotor symptoms 
and warn the clinician of the impending climacter- 
ic syndrome. We feel, therefore, that the entire 
menopausal symptomatology must be considered 
in toto both in diagnosis and in measurement of 
the effectiveness of drug therapy. 

With use of the above scheme we have observed 
that a patient with severe menopausal symptoms 
usually has a menopausal index of 35 or more. A 
moderate menopausal syndrome would be noted 
in a patient with an index of between 20 and 35, 
while the patient with mild menopausal symptoms 
would have an index of around 15. If the therapeutic 
regimen is efficacious, it should reduce the index to 
a level of 15 or less. This system is simple and, 
while purely arbitrary, has been of tremendous 
value in the study of drugs for the treatment of 
the menopause. However, in an attempt to be more 
objective in the evaluation of therapy in the meno- 
pausal patient, with use of the menopausal index, 
we have adopted a “blind” testing system of evalu- 
ating drug therapy. This system involves the ad- 
ministration of drugs to the patient by a physician 
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who does not know which drug is being adminis- 
tered (the patient also does not know what drug she 
is receiving). The patient is usually interrogated 
by the same doctor or group of doctors; to avoid 
the need of acquainting a new physician with the 
system involved. Furthermore, the medicament is 
dispensed by a nurse by code number, so that the 
physician cannot be aware of what medicament is 
being dispensed and does not know whether the 
patient is receiving a placebo or the active prepa- 
ration being tested. 

It is important to emphasize that adequate rap- 
port between the physician and the patient is nec- 
essary. At the same time it should be mentioned 
that these factors are, in all probability, invariably 
constant, and any psychological overplay involved 
would not alter the patient’s response to any of the 
medicaments being ingested. Placebo therapy is 
emploved freely and intermittently with whatever 
active preparation is being tested at the time. It 
should be noted, too, that the so-called placebo 
reactors were not used in the evaluation of hor- 
monal therapy. In other words, those patients show- 
ing an adequate response to a placebo cannot be 
considered as true menopausal patients and hence 
were not used in the evaluation of drug therapy. 
In the process of evaluation the patient received 
different preparations at four-week to six-week 
intervals, after which the response to each drug 
was evaluated by the menopausal index as well as 
by clinical evaluation of the patient herself. This 
included interrogation of the patient about the 
effectiveness of the preparation as compared to 
previous medicament which she received. When 
these data were tabulated the menopausal index 
was obtained, and further therapy was determined 
by this specific response. 

The word “placebo” is not used in our clinic, but 
the word “obecalp” has been coined. “Obecalp” is 
placebo spelled backwards, so that when this term 
is used the patient is not aware that she is being 
tested for the veracity of her statement or symp- 
tom-complex in general. “Obecalp” in our hands 
has proved to be effective in approximately one- 
third of our patients. We feel that some of the 
dramatic results achieved with preparations such 
as Vitamin E and a famous vegetable compound 
now on the market must be attributed to the 
psychological effect of a placebo rather than to 
any therapeutic action of the medicament itself. 

Before therapy is discussed, several points should 
be emphasized with respect to proper interrogation 
of the patient. For example, we attach a consider- 
able degree of importance to the symptoms of a 
patient who claims that vasomotor symptoms, occur- 
ring at night, disturb her sleep. These differ from 
the vasomotor symptoms which are seen in the 
hypertensive patient during the daytime. A hyper- 
tensive patient who is not menopausal may 
experience flushes but they are not the true vaso- 
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motor symptoms of a menopause, inasmuch as when 
the hypertensive patient sleeps she is not disturbed 
by the hypertensive flushes or flushing which she 
previously had noted during the day. The question 
of palpitations should also be looked into more 
deeply. The patient should not merely be asked 
whether there is a quickening or acceleration of her 
heartbeat but, specifically, whether she observes 
palpitations in a sitting or resting position. This is 
true palpitation and is not related to activity. 

The physician must be circumspect in his ques- 
tioning and be aware that certain family and eco- 
nomic problems may enhance or diminish the 
menopausal symptoms. It is patients with these 
problems in whom we feel that the clinical evalua- 
tion and clinical impression are as important as the 
menopausal index. 


Therapy 


The therapeutic approach to the menopausal pa- 
tient can be placed under three categories; namely, 
psychotherapy, sedation, and hormonal treatment. 
One must emphasize that not all women, when 
they undergo cessation of menses, experience men- 
opausal symptoms. We feel that it is also difficult 
to evaluate precisely the number of women who ex- 
perience vasomotor symptoms as compared to those 
who do not. A report '* has shown that in 1,000 
cases studied 50.8% of patients had no symptoms 
except cessation of menses. Of those who did have 
symptoms 89.7% worked as usual without inter- 
ruption, and only 10.3% were truly incapacitated at 
intervals. This does not mean that the remaining 
patients, the 89.7% who worked as usual, did not 
have menopausal symptoms. A patient may work 
with vasomotor symptoms or she may not work, de- 
pending on her character. It should be emphasized 
that drug therapy, psychotherapy, and sedation are 
reserved only for those patients who request treat- 
ment. The fact that the patients are able to perform 
their household duties and are not completely in- 
capacitated does not preclude the therapeutic use 
of whatever agent the physician finds helpful. 

Psychotherapy.—lf psychotherapy includes kind- 
ly treatment of the patient and a truly sympathetic 
r-coplion of her complaints, it may be readily 
ofiered and frequently given. However, psycho- 
therapy may be limited in the minds of certain 
physicians to the so-called couch treatment. This 
tvpe of therapy is usually inappropriate and is in- 
accessible to most patients, especially those in the 
lower economic strata. There is, however, no ques- 
tion that even minimal psychotherapy, when used 
in conjunction with the therapeutic armamentari- 
um mentioned below, will be effective in allaving 
many of the menopausal symptoms. 

Information not easily obtained yet which may 
influence a patient's response to therapy concerns 
eating habits, especially if the patient is a widow 
and lives alone. Such patients often do not think 
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food is important, and dietary deficiencies occur. 
Also, seven nights a week spent glued to the tele- 
vision set are not relaxing. Clinic patients, notably 
those who work, would do well with a few sugges- 
tions on the allocation of a little time to a few 
simple diversions. In a large family the assistance 
of one of the children or the husband will easily 
solve problems that the patient herself is apt not 
to appreciate. This may considerably improve the 
patient’s mental status and thereby prevent an ex- 
acerbation of the menopausal syndrome. 

Sedation—A word of caution should be ex- 
pressed about the use of phenobarbital continu- 
ously and for prolonged periods of time. We know 
that more than 24 hours are required before a 
single dose of phenobarbital may be excreted from 
the body. Hence, the possibility of cumulative ef- 
fects of phenobarbital ingestion must be recog- 
nized, and_ barbiturate addiction does take 
place. One can conceivably anticipate that a pa- 
tient who is so addicted may show symptoms not 
unlike those noted in the climacteric, despite the 
fact that barbiturate therapy is continued without 
cessation. If the patient becomes addicted to phen- 
obarbital, the need for further and additional ther- 
apy is evident. As a result, one may create a symp- 
tom complex similar to a rolling snowball whereby 
the addition of more therapy requires more of the 
same drug, because of habituation, so that the pa- 
tient may be condemned to the use of continuous 
phenobarbital therapy per se. Thus, we feel that 
the continued use of phenobarbital without restric- 
tion may lead, at times, to the undesirable side- 
effect of barbiturate addiction. Such a result would 
make the treatment worse than the disease. 

In an attempt to overcome some of the undesir- 
able side-effects of phenobarbital administration, a 
number of ataractic compounds have been tested 
in the menopausal patient. These have included 
perphenazine, meprobamate, hydroxyzine, ectylu- 
rea, and benactyzine. The data indicated that the 
use of these compounds in adequate doses did not 
seem to be therapeutically successful in controlling 
the climacteric syndrome, on the basis of their fail- 
ure to alter the menopausal index. As a mat- 
ter of fact, benactvzine therapy gave results con- 
siderably poorer than placebo therapy. This was 
due to the undesirable side-effects attributed to the 
administration of the preparation itself. In general, 
the results with the other ataractic drugs indicated 
that they were no better than those obtained with 
phenobarbital and slightly better than that obtained 
with a placebo. 

Hormonal Therapy.—The specific therapy used 
included (1) estrogens, (2) estrogens and andro- 
gens, (3) androgens alone, and (4) estrogens in 
conjunction with tranquilizers or sedatives. These 
may be administered (1) orally, (2) by injection, 
(3) by pellet implantation, (4) vaginally, or (5) 
by inunction. In our initial efforts '* to determine 
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the results of medication in the climacteric we 
used both synthetic estrogens and the so-called 
steroidal groups. The synthetics included diethy]l- 
stilbestrol (Stilbestrol), hexestrol, dienestrol, meth- 
allenestril (Vallestril), and chlorotrianisene. The 
steroidal estrogens included free estradiol, ethinyl 
estradiol (Estinyl), conjugated equine estrogens 
(Premarin), estrone, estradiol linguets, and a com- 
bination of free and ethinyl estradiol or conju- 
gated equine estrogens, with and without methyl- 
testosterone. 

In addition, we employed piperazine estrone 
sulfate, potassium estrone sulfate, crystalline estrone 
sulfate, and crvstalline estrone sulfate, enteric- 


TABLE 2.—Effect of Endocrine and Nonendocrine Preparations 
on Patients with the Menopausal Syndrome 


Results 
Daily Pa- - 
Dose, tients, Excel- Mod- 
No Preparation Mg. 0. lent erate Poor 
| 15 117 25 27 65 
3 Conjugated equine 
4 Ethinyl estradiol ........... 0.05 OR4 71 71 42 
10,000 86 36 24 26 
36 13 12 
7 Estradiol linguets .......... O.25 29 1a) 11 3 
O5 91 OR 32 31 
11 Chlorotrianisene ........... 12* 124 61 40 23 
12) Methallenestril ............. 3 38 29 28 
13) Methallenestril 3 bid. 33 1? 8 13 
14 Ethinyl estradiol and |.....0.02 114 538 38 23 
methyltestosterone [.....5 
15 Ethinyl estradiol and }..... O04 M4 24 23 7 
methyltestosterone [{..... 
li Ethinyl estradiol 0.04 57 29 
Methyltestosterone !...... 10 
Perphenazine 4 
17 Perphenazine ............... 4 12 31 
18 Potassium estrone 
Piperazine estrone 
15 75 44 21 10 
2) Estrone sulfate ............. 42 19 
“1 Estrone sulfate, 
enterie-coated ............). 2» 78 35 28 15 
22) Meprobamate .............. 400 q.i.d,. 41 11 8 22 
24 Hydroxyzine 29 7 7 
25 Eetylurea t.i.d. 7 16 32 
Benactyzine hydrochloride 2.5 t.i.d. M4 2 1 11 
“7 Benactyzine hydrochloride t.i.d. ll 3 8 


* or 24 mg. every other day 


coated. Vitamin E preparations, phenobarbital, and 
placebos were given from time to time with the 
above estrogenic compounds, with attention to the 
appearance of the preparation in order that the 
patient should receive no hint of change of medica- 
ment. 

The dosages of the various preparations em- 
ployed are listed in table 2. Vitamin E was pro- 
vided in 50-100 mg. capsules or tablets daily. The 
bases for the responses noted in table 2 are clinical 
improvement and the menopausal index. This of- 
fered a more precise picture of the clinical re- 
sponse, in contrast to attempted evaluation based 
on the recording of the number of flushes in a 
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24-hour period, as recommended by Jones.'* The 
vaginal smear, taken prior to each patient inter- 
view, could not be depended on for true grading 
of response. It may only be said that cornification 
was noted in most patients receiving estrogen 
therapy. We simply graded the clinical response 
as either excellent, associated with complete relief 
or moderate relief with minimal residual symp- 
toms, or poor, with no relief being noted. The 
best results were obtained with ethinvl estradiol 
and conjugated equine estrogens alone or in com- 
bination with androgens. The crystalline estrone 
sulfate derivatives did not produce results as good 
as the conjugated equine estrogens, dose for dose. 
Stilbestrol produced nausea in 20% of cases. The 
frequency of this complaint definitely limited its 
use. The conjugated equine estrogens were pre- 
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Fig. 1.—Effects of endocrine and nonendocrine prepara- 
tions (numbers correspond to those in table 2) on patients 
with menopausal syndrome. 


sumed to be the source of two cases of dermatitis. 
Withdrawal bleeding affected 18% of those re- 
ceiving combined free and ethinyl estradiol. 

The graphic presentation in figure 1 shows that 
no one preparation could be considered perfect. 
None was 100% effective. Vitamin E, considered a 
panacea for so many conditions, did no better 
than a placebo. One other comment to be made 
about estrogen therapy is that it has been claimed 
that certain estrogens have less of a bleeding 
effect on the endometrium than others. We believe 
that when a comparable dose of an estrogen is 
used it has the same potential hazard of producing 
endometrial bleeding as any other estrogen. The 
purported results showing that certain preparations 
have less bleeding tendency may be explained 
simply by the fact that a less effective dose of that 
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particular estrogen was being used. When a dose 
of any estrogen comparable to the clinical effec- 
tiveness of 0.05 mg. of ethinyl estradiol was used, 
the same bleeding tendency would occur. 

When androgens, in the form of methyltestos- 
terone, were added to the estrogens, physical vigor 
and joie de vivre became noticeable. Dull per- 
sonalities seemed to become a bit less so. Occa- 
sionally, patients who had been coming to us for 
some time modestly whispered about an increase in 
libido. There were some, however, who did com- 
plain of distinct, bothersome clitoral irritation. 

The apparent synergism of combined steroid 
therapy permitted us to give smaller doses of each 
substance used and yet anticipate an equal or 
greater effect than when comparable doses were 
used individually. Vaginal bleeding did not occur. 
We were constantly alert for masculinizing effects, 
but there was no evidence of arrhenomimetic 
phenomena of significance. 

The general degree of improvement in a patient's 
well-being attributable to androgen therapy had a 
decided effect in ameliorating the anxieties and 
nervousness of which she originally complained. 
Estrogen therapy alone did not seem to us to be 
so all-inclusive in effect. 

The physiological explanation of the clinical 
success of this combined steroid medication is per- 
haps closely related to the protein anabolism and 
maintenance of nitrogen and phosphorus balance, 
as well as body electrolytes and creatinine utiliza- 
tion that estrogens and androgens induce. Osteo- 
porosis of the menopause is thus controlled. Al- 
though the true locale of the specific effect of 
testosterone is unknown, the estrogenic stimulus 
may be ascribed to favoring improvement in cell 
permeability.” It is reasoned then that, with the 
basic anabolic property of testosterone and the 
resultant protein storage, the enhanced cellular 
activity produced by estrogen increases the poten- 
tial of the protein anabolic effect of the androgen. 
The over-all effect of estrogen-androgen combina- 
tion is to prevent the depletion of body protein 
substances as age increases. Beyond the scope of 
this paper one must give serious consideration to 
long-range steroid therapy in geriatrics, as so well 
presented by Masters.’ In his hands this regimen 
effectively influenced 75% of the persons treated, 
with notable physical and psychological improve- 
ment. We are entirely in accord with Masters’ 
concepts and have confirmed his Observations. 

It should be mentioned that in the combined 
use of estrogens and androgens we do not mean 
to imply that estrogens can neutralize the unde- 
sirable effects of androgens and vice versa. The 
advantage of their combined administration lies 
in the fact that smaller doses of either one may 
be used, so that the combination of the two may 
produce a synergistic effect, approaching the effec- 
tiveness of either one alone when administered in 
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higher doses. In other words, if a patient would 
bleed when 0.05 mg. of ethinyl estradiol per day 
was administered we could not prevent that bleed- 
ing by the addition of 10 mg. of methyltestos- 
terone. On the other -_— if 10 mg. of methyl- 
testosterone will produce beard growth in a 


TABLE 3.—Effect of Combined Therapy with Reserpine and 
Different Steroids on Patients with the Menopausal Syndrome 


Regimen* Results 


~ Pa- 

’ Dosage, tients, Excel- Mod- 

No. Preparation Mg. No. lent” erate Poor 

ethiny) estradiol ............ 0.02 

2 02 12 3 10 
ethinyl] estradiol ............ 0.02 

Reserpine 0.2 35 4 
methyltestosterone ......... 5.0 

ethinyl estradiol ........... OP 
methyltestosterone ......... 5.0 

ethinyl estradiol ............ 0.01 
methyltestosterone ......... 2.5 

O25 45 7 29 


d-amphetamine ............. 5.0 
homatropine 
methyl bromide .......... 50 


* All preparations were administered b.i.d. 


woman, we cannot inhibit this hypertrichosis with 
a dose of 0.05 mg. of ethinyl estradiol. One can, 
however, diminish the dose of ethinyl estradiol to 
0.02 mg. and administer 5 mg. of methyltestos- 
terone simultaneously and achieve a therapeutic 
effect comparable to that obtained with 0.05 mg. 
of ethinyl estradiol. In so doing one diminishes 
the bleeding propensity which was observed when 
the 0.05-mg. dose of ethiny] estradiol was em- 
ployed or the hirsutism noted with 10 mg. of 
methyltestosterone. An interesting possible advan- 
tage of therapy with estrogens and androgens 
combined is that the estrogens at times may 
promote fluid accumulation and induce increased 
nervousness, anxiety, and _ irritability in certain 
menopausal patients. The value of estrogens and 
androgens in these patients would be that the 
tendency for estrogens to produce enhanced uer- 
vousness is diminished with a smaller dose of 
estrogens, but the clinical efficacy is maintained 
by the addition of androgens without diminishing 
the desired clinical effect. 

A bit fearful of the possibilities of accumulation 
or addiction of extended barbiturate administra- 
tion, we did not use the combination of estrogen 
and a barbiturate. Instead we attempted to deter- 
mine clinically the value of combinations of reser- 
pine,'® the purified alkaloid prepared from Rau- 
wolfia serpentina, with different hormones. Women 
with natural or surgically produced menopause 
who had demonstrated their capacities to respond 
to the preparations mentioned above were studied. 
Two clinically proved effective estrogens were 
administered, since a clinical response could be 
anticipated for the prescribed estrogen. Thereby 
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one could ascertain the synergistic effect, if any, 
due to the addition of reserpine. The two estro- 
genic preparations were ethinyl estradiol, 0.05 mg. 
per day, and conjugated estrogens, 1.25 mg. per 
day. Basically both of these estrogens generally 
effected a 70 to 90% relief of symptoms. Smaller 
doses of either estrogen when combined with reser- 
pine were found to be less satisfactory than the 
steroid alone. There is no synergistic action be- 
tween reserpine and estrogen such as that noted 
between androgens and estrogen. On the other 
hand, complaints not attributable to the menopause 
but nevertheless apt to increase the severity of the 
symptomatology took origin in the side-effects 
from the reserpine. We encountered nasal stuffi- 
ness, drowsiness, unusual dreams verging on night- 
mares, and even Parkinson-like disorders. 

The dose of reserpine was either 0.1 or 0.2 mg. 
twice daily. Such a fixed combination of reserpine 
and an estrogen was found to be somewhat of a 
handicap. It was apparent that when one com- 
ponent is productive of some untoward response 
an attempt at regulation is hindered by an inflexi- 
ble combination. Nasal stuffiness and drowsiness, 
the most bothersome side-effects, treated also with 
amphetamine derivatives or homatropine methyl 
bromide, did not bring much relief in the presence 
of continued use of reserpine. Libido was not af- 
fected either favorably or unfivorably by reser- 
pine. Table 3 shows the doses and types of prepa- 
rations employed in combination with reserpine. 


POOR 
MODERATE 
O EXCELLENT 
60 4 
50 + a 2 
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WwW 
x 
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Fig. 2.—Effects of reserpine plus different steroids (num- 
bers correspond to those in table 3) on patients with meno- 
pausal syndrome. 


These data are graphically presented in fig. 2 
and provide strong evidence for the fact that no 
set of combinations superseded the excellent re- 
sults achieved with conjugated estrogens or ethinyl] 
estradiol (table 2 and fig. 1). However, it should 
be emphasized that, if they are separately admin- 
istered, the simultaneous use of steroids and reser- 
pine may be helpful. A combined tablet did not 
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seem advisable in our patients, because of inflexi- 
bility of dosage and undesirable effects due to the 
reserpine itself. 

On the other hand, a combination of estrogen 
or estrogen and androgen with a phenothiazine 
compound seemed to be unusually effective in 
therapy of the climacteric syndrome. Administra- 
tion of perphenazine with ethinyl estradiol and 


TaBLe 4.—Effect of Parenterally Given Steroids on Patients 
with the Menopausal Syndrome 


Dosave, 
Mg. Results 
Given Pa- — 
Every tients, Exeel- Mod- 
No. Preparation 2 Wk. No. lent erate Poor 
Estradiol 
cyclopentylpropionate ........ jl 33 6 12 
2 Estradiol valerate lo 106 71 
8 Estradiol valerate .............. 10* 16 6 6 4 
4 Estradiol 
eyclopentylpropionate, ....... 2 29 16 4 
testosterone 
eyelopentylpropionate ........ 
5 Estradiol 
eyclopentylpropionate, ....... 2) 68 48 13 7 
testosterone 
eyelopentylpropionate ........ 100 
6 Testosterone 
eyelopentylpropionate 18 5 5 
7 Polyestradiol phosphate ....... 40 4] 4 7 
dak lee, 30 83 


* Given every 3 wk. 


methyltestosterone, in the form of a delayed-ab- 
sorption tablet, appeared to vield a better thera- 
peutic effect than any one of the preparations 
administered alone (table 2 and fig. 1). No un- 
desirable effects were observed, with the doses 
employed. There was no evidence that perphena- 
zine alone or in combination induced or accentuated 
melancholia or depression in the patients studied. 


Mode of Administration 


Traditionally medicaments are most simply and 
safely administered orally. We found this means 
of therapy to be a noncomplicited and convenient 
mode in the majority of patients studied. Admit- 
tedly this requires repeated clinic visits for the 
medication, but it did permit a constant super- 
vision of therapy and provided a means of varying 
the type and frequency of administration to judve 
adequately the clinical efficacy of the compounds 
studied. However, some patients did not take the 
prescribed tablets as ordered; and to assure a more 
precise Observation all patients were requested to 
return the unused medicaments. Intramuscular in- 
jections were elected for patients who would not 
or could not remember to take the oral medica- 
ments as given. In some this renewed confidence 
in the clinician, in cases in which a previous medic- 
ament did not completely satisfy. In evaluating 
several preparations we used the menopausal index 
technique to judge the duration of activity of prep- 
arations with relatively prolonged activity. We felt 
that these preparations had much to offer by pro- 
viding a continuous and effective control of the 
patient’s condition, Aqueous suspensions were not 
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satisfactory because they were usually painful. In 
contrast, esterification of some steroids gave us 
nonirritating, oil-soluble materials that acted over 
a comparatively long period of time. Two such 
preparations were used—estradiol valerate (Del- 
estrogen) and estradiol (Depo-Estradiol) cyclo- 
pentylpropionate. 

Table 4 and figure 3 show the control afforded by 
these parenterally given medicaments as compared 
to orally taken preparations listed. All of the long- 
acting preparations were clinically comparable, 
with respect to their ability to effect relief of 
menopausal symptoms, Parenterally given placebos, 
on the other hand, induced a poor effect by com- 
parison. The outstanding result of the long-acting 
parenterally given medicaments was that relief 
lasted between 15 to 25 days. These results were 
encouraging since one could now offer intramus- 
cular administration at two-week to three-week 
intervals, instead of the tedious and bothersome 
weekly or twice weekly administration previously 
practiced. Estradiol valerate, 10 mg., and estradiol 
cvclopentvlpropionate, 5 mg., given usually at two- 
week intervals, were equally valuable and meas- 
ured up well to the best results achieved with any of 
the orally given materials used. Good control for pro- 
longed periods was obtained with these oil-soluble 
esters of estrogen. For those patients in whom oil 
solutions were poorly tolerated an aqueous solu- 
tion of polyestradiol phosphate proved to be an 
effective substitute. Adequate control of the meno- 
pausal syndrome was achieved with 40 mg. of this 
preparation injected every two weeks. Oily and 
aqueous solution of the long-acting steroid could 
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Fig. 3.—Effects of parenterally given steroids (numbers 
correspond to those in table 4) on patients with menopausal 
syndrome. 


conveniently be used in patients who cannot swal- 
low pills or tablets. The long-acting parenterally 
given medicaments provide a method of definitively 
controlling unreliable patients and add an addi- 
tional approach to improve the therapeutic effect 
of steroid therapy in patients who do not respond 
adequately to oral medication. 
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Despite the simplicity of oral medication and 
the availability of parenterally given steroids, which 
may offer relief for longer periods of time, we 
found that the menopause induced by surgery is 
best treated by pellet implantation. Deansley and 
Parkes '’ showed that pellet implantation of ster- 
oids resulted in a prolonged release of the material 
in a manner akin to that observed in the natural 
steroid secretion from the organs of internal secre- 
tion. The advantages of this type of therapy were 
a sustained, continuous physiological level of the 
implanted steroid substance over an extended pe- 
riod of time. Therefore, in humans, pellet implan- 
tation was seen as a way of offering the patient 
untold comfort due to the long-continued effect of 
pellets. We believe that they proved the ultimate 
aim in replacement therapy, inasmuch as continued 
maintenance of beneficial levels of the steroids is 
achieved with as little bother to the patient as 
possible. Not only would one get a continuous 
endocrine effect but the pellet itself would in sub- 
stance duplicate the secretion of the ablated organ. 

The surgically induced menopause may fre- 
quently be apparent before the patient leaves the 
hospital. This is especially true of younger women, 
certainly in those below the age of 40. Of neces- 
sity, one would anticipate a relatively longer and 
possibly more difficult time in treating these cas- 
trated women. It is a real challenge to treat this 
type of patient successfully, without making ther- 
apy at this early age a burdensome matter. The 
same reasoning may be applied even to older 
patients who are suddenly deprived of ovaries that 
are gradually declining in function. 

It is impossible at this point to proceed without 
a word about the practice of oophorectomy de- 
pendent on age alone. We go along with Ran- 
dall’s '* strong plea to retain ovaries in the absence 
of any pelvic disease that makes it imperative to 
remove these important structures. The present 
trend does seem to oppose the routine bilateral 
oophorectomy of normal ovaries, in cases of be- 
nign uterine disease, just because of age. This 
strikes a happy note, since in time the frequency 
of surgically induced menopause must propor- 
tionately lessen. 

In treating patients who had both ovaries removed 
at the time of total abdominal hysterectomy we 
have found it extremely effective to insert pellets 
of steroid hormone into the rectus muscle beneath 
the anterior sheath during closure of the abdomi- 
nal wall. As a rule, we have avoided pellet im- 
plantation in patients with breast disease or a 
history of genital carcinoma. 

Our earlier studies '® included at first the im- 
plantation of single 25-mg. pellets of estradiol. 
This was quickly increased to three pellets of 
25 mg. of the same substance. Now we use three 
pellets of 25 mg. of estradiol and two pellets of 
75 mg. each of testosterone propionate. 
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Initially we studied a group of surgically cas- 
trated women treated with estradiol pellets alone 
and used as controls a corresponding number of 
castrated women who were not receiving these 
pellets. The menopausal index showed effective 
control and reduction in severity of complaints up 
to 15 months. However, not all of the patients 
receiving pellets were relieved of all symptoms, 
and not all of the surgically castrated patients in 
the control series complained of menopausal symp- 
toms. As in the case of a young municipal hospital 
patient with huge fibroids and pelvic inflamma- 
tory disease treated with total abdominal hysterec- 
tomy and bilateral salpingoophorectomy, one may 
occasionally encounter women who have complete 
absence of menopausal complaints. We believe, 
however, that in view of the majority of women 
in the younger age group, i. e., under 40 years of 
age, who exhibit profound and _ incapacitating 
symptoms after bilateral oophorectomy with total 
hysterectomy, that implantation of estrogens or 
estrogens combined with androgens is a propitious 
and wise form of therapy. We would like to em- 
phasize that pellet implantation of estrogens is 
contraindicated in any patient who has a uterus 
or ovaries. The vaginal smears provided evidence 
for the long-continued effects of the pellets, inas- 
much as many of the patients showed a normal 
or increased degree of cornification 12 to 15 
months after surgery and implantation. As a rule 
the estrogenic effect was promptly noted, but occa- 
sionally smears did not manifest an effect of the 
pellets for the first six weeks. Breast congestion 
was not noted in any of our patients receiving 
therapy with estrogens alone or in those in whom 
estradiol and testosterone pellets were implanted. 

Estrogen pellets may cause irregular bleeding, 
if the uterus remains in situ, as has been reported 
in from 30 to 50% of the cases. Small fibroids in 
these uteri have increased in size. Twombly and 
Millen *’ advised that an intact uterus is a contra- 
indication to estradiol pellet implantation unless 
prior sterilization by radiation had been done. We 
encountered no vaginal spotting (not unexpectedly, 
as every one of our patients had had a hysterec- 
tomy). Originally it was felt that estrogen pellets 
alone induced a smooth course, free of the post- 
operative symptoms usually noted in precipitous 
estrogen withdrawal. It was also noted that in the 
control series we had many minor complaints, 
notably absent in the patients treated with estro- 
gen pellet implantation. Accordingly, we permitted 
ourselves to assume that the lesser difficulties were 
relieved in the patients treated with pellets. It is 
possible that the symptoms might not have necessi- 
tated medical aid, but still they would have been 
a burden to the patient. 

Dispelling such complaints with pellet implan- 
tation offers the physician a valuable tool in the 
treatment of surgically induced climacteric. The 
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addition of testosterone pellets to the estrogen was 
distinctly advantageous in offering the patient a 
general sense of well-being. While the estrogen 
alone produced a well-controlled and satisfied pa- 
tient, the combination of androgen and estrogen 
pellets gave a more effective response; improved 
spirits were readily apparent, as well as enhanced 
libido, an important factor in maintaining normal 
marital relationships. In these cases we were care- 
ful to note any evidence of excessive hair growth. 
The slow release of androgens from the pellet site 
in doses of gammas per day could not be consid- 
ered a factor in hirsutism. We are all cognizant of 
the increased hirsutism that may spontaneously 
occur in some postmenopausal women. However, 
we take issue with those who believe that the 
minute amounts of androgens released from the 
pellet site may cause hirsutism. Any hair growth 
noted is probably a consequence of the natural 
course of the syndrome. When for some reason 
pellets were not implanted at operation, we util- 
ized the trochar insertion for implantation. This 
technique when done properly is not associated 
with significant discomfort and should be consid- 
ered essentially an office procedure. The subscapu- 
lar or inguinal regions may be used. The same 
number of pellets are implanted as were used at 
the time of surgery, and the hia'us created is 
closed with a single 0000 suture. 

A relatively infrequent site for the administra- 
tion of steroids is the vagina. Nonetheless, this 
mode of therapy may be of tremendous value in 
patients who have developed senile vaginitis. It 
is these patients who are especially prone to show 
loss of elasticity and atrophic local vascular changes 
conducive to the formation of fissures. Often this 
results in the appearance of bleeding areas and a 
bloody discharge. When this occurs in patients 
well past the menopause, not only is it a source 
of mental anguish but it is associated with marked 
physical discomfort. These lesions responded well 
to local application of estrogenic creams or sup- 
positories. Of course, adequate testing by smear 
or biopsy may be indicated to rule out the factor 
of neoplasm. The creams that mav be utilized with 
effectiveness should contain 0.05 mg. of diethyl- 
stilbestrol, 0.5 mg. of dienestrol, or 1.25 mg. of 
conjugated equine estrogens per gram of ointment. 
The local use of these estrogens is associated with 
prompt relief and usually does not cause any 
systemic effect. Unfortunately, dyspareunia and 
pruritus vulvae did not always respond so favor- 
ably. The incorporation of 1 to 2.5% of hydro- 
cortisone with the estrogen in these patients has 
offered a better therapeutic response for local 
application in some patients with atrophic vaginitis. 

A word about the use of estrogen in cosmetics 
would be appropriate at this time. Startling claims 
have been made by various manufacturers con- 
cerning the induction of youthful effects by estro- 
gens incorporated in facial creams. These ad- 
vertisements grossly exaggerate the therapeutic 
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efficacy of their products, since the amounts of 
estrogens which are incorporated are below the 
therapeutic measure. We believe that estrogens 
given systemically in effective doses will produce 
a beneficial effect on the skin by increasing the 
deposition of elastic tissue. However, we must also 
state that the amount of estrogens in the cosmetic 
creams available to date is low and present only 
in homeopathic concentration, so that an adequate 
therapeutic response could not be anticipated. If 
the amount of estrogens were increased, this would 
place such creams and lotions in therapeutically 
effective ranges, so that sale over the counter 
would be prohibited, according to our present laws 
and regulations. The anticipated therapeutic action 
of such creams indiscriminately used would be 
expected to induce vaginal bleeding and other 
undesirable effects of hyperestrogenization. 


Conclusions 


The above therapeutic approach to the manage- 
ment of the menopausal patient has been offered 
as a means of treating a condition that can be 
distressing to both the physician and the patient. 
Wise management by the physician will result in 
a very grateful patient. The use of placebo therapy 
in appropriate cases may achieve the same thera- 
peutic response as an estrogen. Placebo therapy 
in such patients is not a dishonest procedure but 
a means of treating a patient according to the 
dictums of our profession. The possibilities of seda- 
tion, psychotherapy, or estrogens and androgens 
furnish the physician with multiple mode, of ther- 
apy for a complex problem and may induce relief 
in women who ordinarily would have to suffer 
through a rather unpleasant and possibly danger- 
ous period of their lives. There is no need for 
these patients to suffer and say that they can bear 
their symptoms. Appropriately instituted therapy 
will create a happier patient and a better psycho- 
logical clinical picture. 
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PROLONGED ESTROGEN THERAPY IN POSTMENOPAUSAL WOMEN 
Stanley Wallach, M.D. 


Philip H. Henneman, M.D., Boston 


Cessation of ovarian function during middle life 
is a physiological event. However, lack of estrogen 
has been implicated as a major factor in the pro- 
duction of (1) the menopausal syndrome, consist- 
ing of hot flashes, fatigue, insomnia, and emotional 
lability; (2) postmenopausal osteoporosis '; and 
(3) the elevated beta:alpha-lipoprotein ratios * of 
postmenopausal women. It is generally recognized 
that estrogen administration induces positive bal- 
ances of nitrogen, calcium, and phosphorus in 
women with postmenopausal osteoporosis * and 
corrects the postmenopausal serum lipid abnormal- 
ity.” The present study represents a retrospective 
assessment of the efficacy and complications of 
prolonged estrogen therapy of the menopausal 
syndrome and postmenopausal osteoporosis. 


Methods 


The records of women treated with estrogens 
during the past 25 years were reviewed. Premeno- 
pausal women, patients who had never menstruated 
spontaneously, patients with acromegaly, and those 
with endocrine disorders associated with gonado- 
tropin excretion of less than menopausal levels 
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The fact that estrogens have now been in 
therapeutic use for more than 25 years 
made it possible to examine the evidence 
for their safety and effectiveness in a study 
of 292 postmenopausal women. The mean 
duration of estrogen therapy in this group 
was 5.1 years per patient. The estrogens 
most used since 1945 have been diethylstil- 
bestrol and conjugated equine estrogens, 
and the latter have been tolerated without 
side-effects by almost all patients. Among 
the commoner symptoms of the menopause, 
hot flashes were completely relieved in 93 
of 94 patients. Postmenopausal osteoporosis 
was treated by prolonged estrogen therapy 
in 119 patients, 103 of whom had suffered 
collapse of vertebrae; either complete or 
significant relief from pain occurred in 90%. 
Evidence that estrogen therapy is prophy- 
lactic against postmenopausal osteoporosis 
was obtained in a group of 27 women. A 
study of the incidence of tumors among the 
292 patients yielded no justification for the 
fear that mammary and cervical carcinoma 
may result from this therapy. 
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were excluded. Finally, the records of 292 post- 
menopausal women who received estrogen therapy 
for more than 12 months were studied in regard to 
(1) the modes, results, and side-effects of therapy; 
(2) the efficacy of estrogen therapy in the meno- 
pausal syndrome; (3) the effect of prolonged ther- 
apy on the incidence and course of postmenopausal 
osteoporosis; and (4) the incidence of breast and 
genital carcinoma during prolonged estrogen ther- 
apy. This group of women ranged in age from 15 
to 83 vears (mean age 51 years) and received treat- 
ment for a total of 1,480 years (mean 5.1 years of 
estrogen therapy per patient). Fifty-eight women 
had a spontaneous or artificial menopause before 
the age of 35. In 94 patients partial or total removal 
of the internal genitalia had been performed prior 
to therapy. 

Modes of Therapy.—Prior to 1945 orally and 
intramuscularly given preparations of estradiol 
esters, estradiol pellets implanted subcutaneously, 
and long-acting parenterally given preparations of 
estrone and methylstilbestrol were most frequently 
used. The estradiol preparations were administered 
twice or three times per week with occasional 
medication-free intervals. The pellet and depot 
preparations provided continuous estrogenic stimu- 
lation. After 1945 these preparations were gradu- 
ally replaced bv orally given diethvIstilbestrol, 1 to 
3 mg. daily, or conjugated equine estrogens (Prem- 
arin), 1.25 to 5 mg. daily, administered cyclically in 
courses of 21 to 35 days with intervals of 7 to 10 
days between courses. In women who had under- 
gone hysterectomy the courses were 90 days in 
duration with intervais of 14 davs between courses. 
In addition to being given estrogen replacement 
therapy 16 women were given the progestational 
agent anhydrohydroxyprogesterone (ethinyl testos- 
terone), in doses of 50 mg. daily for the last five 
days of each course of estrogen. Fiftv-one patients 
received methyltestosterone, 2.5 to 10 mg. sublin- 
gually daily, in addition to estrogen replacement 
therapy. 

Patients were seen at four-week to six-week in- 
tervals during the initial period of therapy and two 
to four times per year after the establishment of 
satisfactory regimens. The patients’ heights and 
weights were recorded at each visit. and all pa- 
tients were asked to keep records of menses. Pelvic, 
breast, and vaginal cytological examinations were 
performed every 6 to 24 months. Roentgenograms 
of the spine and pelvis were obtained at one-vear 
to five-year intervals. 

Side-effects of Therapy.—lrregular and occasion- 
ally excessive uterine bleeding was common _ in 
women treated with preparations providing con- 
tinuous estrogenic stimulation. Among the women 
treated after 1945 with orally given estrogens regu- 
lar menses after estrogen withdrawal were induced 
in 90%. In 5% of patients irregular or excessive 
menstrual bleeding occurred, which was usually 
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corrected by the addition of progestational agents. 
In the remaining 5% of patients the menses became 
scant or ceased after a few courses of estrogen re- 
placement, and progestational agents were usually 
ineffective in reinstituting menses. This phenome- 
non occurred most frequently in elderly patients 
and in patients receiving combined estrogen-andro- 
gen therapy. Menstrual irregularity of sufficient 
severity to require curettage or hysterectomy did 
not occur in patients given cyclic oral estrogen 
therapy. 

Nausea occurred in 20% of patients given diethyl- 
stilbestrol. Conjugated equine estrogens were toler- 
ated by almost all patients and were substituted for 
diethylstilbestrol in patients intolerant to it. Blood 
dyscrasias, jaundice, or other manifestations of 
drug toxicity were not observed with either 
preparation. Excessive sodium and water retention 
occurred in 4% of patients, all of whom had pre- 
existent cardiac disease. A diuretic regimen per- 
mitted continuation of estrogen therapy in the 
majority of patients with this complication. Urinary 
stress incontinence developed in 1% of the group 
and required cessation of therapy. Reactivation of 
endometriosis and of migraine headache occurred 
in one patient each. Nocturnal cramps were not 
observed. 

Permanent discontinuation of therapy because of 
menstrual irregularity or any of the above-men- 
tioned side-effects was necessary in 5% of patients. 
A similar incidence of side-effects occurred in 
women treated less than one year. 


Estrogen Therapy of the Menopausal Syndrome 


Ninety-four patients were treated primarily for 
severe symptoms of the menopausal syndrome. 
Many had been previously treated unsuccessfully 
with phenobarbital and other sedatives. In many 
instances the symptoms had been present for three 
or more years without spontaneous abatement. 
Complete remission of the hot flashes and signifi- 
cant or total alleviation of the related symptoms 
was achieved in 93 patients. Symptoms which 
existed prior to the menopause, including those of 
overt neuroses and psychoses, were not benefited 
by estrogen therapy. 

Fifty-four women with onset of menopause prior 
to age 35 were given estrogen replacement therapy 
not only for the severe menopausal syndrome ob- 
served in this group but also prophylactically for 
postmenopausal osteoporosis. The effect of estrogen 
on the menopausal syndrome in this group and in 
women treated less than one year was identical 
with that observed above. 


Estrogen Therapy of Postmenopausal Osteoporosis 


Postmenopausal osteoporosis may be defined as 
a generalized loss of bone mass, affecting the spine 
most severely, which occurs in a small percentage 
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of women after the menopause. The loss of bone 
mass is probably related to diminished estrogen 
secretion and decreased osteoblastic activity. Bone 
histology ' is little altered; there is simply less bone. 
As total bone mass diminishes, bone resorption is 
decreased proportionately. Eventually, the rate of 
bone resorption approaches the postmenopausal 
rate of bone formation and little further loss of 
bone mass occurs. However, vertebral and other 
fractures continue to occur and the process may be 
accelerated by the decreased activity imposed by 
bone pain and by increasing age. 

In affected women demineralization may appear 
as soon as two years and vertebral compression as 
soon as six years after the menopause. In patients 
with concomitant hyperthyroidism these changes 
may appear earlier. Fractures of the neck of the 
femur and humerus, of the wrist, and of the ribs 
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pause before the age of 35 years did not predispose 
to an earlier or more severe osteoporosis relative to 
the time of menopause. 

The criteria chosen for evaluation of the results 
of estrogen therapy of postmenopausal osteoporosis 
were persistence of chronic back pain, loss of height, 
and roentgenographic progression of vertebral 
compression. Radiologic observation of density of 
the spine was found to be an unreliable parameter 
of changes in degree of osteoporosis, since marked 
differences in radiodensity occurred, due solely to 
variations in radiologic technique (fig. 1).* Height 
loss was adopted as a criterion because of a positive 
correlation between this parameter and roentgen- 
ologic evidence of vertebral compression. Among 
the 292 postmenopausal women under study pre- 
menopausal and postmenopausal heights were re- 
corded for 94 patients previously determined to 


Fig. 1.—Roentgenograms of skull of patient, obtained on same day, showing variation in radiodensity due to radiologic tech- 
nique alone. Roentgenographic appearance of skull is not abnormal in patients with osteoporosis. 


after mild trauma are particularly common in wom- 
en with postmenopausal osteoporosis. Serious neuro- 
logical defects after vertebral fractures are rare. 

In the present series 119 patients received pro- 
longed estrogen therapy for postmenopausal osteo- 
porosis. Serum calcium and phosphorus levels were 
normal in all patients. Transient increases in the 
serum alkaline phosphatase level were sometimes 
observed after fractures. Increased urinary excre- 
tion of calcium occurred in only a small number of 
patients. Collapsed vertebral bodies occurred in 103 
patients. Postmenopausal etiology for the osteoporo- 
sis was considered presumptive in only 18 patients 
of this group because of antecedent immobilization 
secondary to trauma, arthritis, or neuromuscular 
disorder. Forty-two patients received small doses 
of methyltestosterone in addition to estrogen, with- 
out evidence of a superior therapeutic result. Sur- 
gical or radiologic castration or spontaneous meno- 


be free lordosis, lower extremity fractures, 
degenerated intervertebral disks, or kyphosis of 
arthritic or neuromuscular origin. In 41 women no 
significant postmenopausal height loss occurred, 
whereas in 53 patients losses between 0.5 and 6 in. 
(1.25 and 15 cm.) occurred. Roentgenograms of 
the spine were available in 33 women who had no 
height loss and revealed vertebral demineralization 
in 4 but no instances of significant vertebral com- 
pression and no roentgenographic abnormality in 
29. Among the 40 patients with height loss in whom 
roentgenograms were available decreased radio- 
density alone was present in 8, and vertebral com- 
pression was evident in 30. In only two patients of 
the latter group were the spines roentgenographi- 
cally normal. 

Chronic back pain was the most common present- 
ing symptom in the patients with osteonorosis. 
Complete relief or significant improvement of pain 
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occurred in 90% of the patients treated with estro- 
gen. Diminution in pain was usually reported with- 
in two months of initiating therapy, and progressive 
decrease in pain and increase in mobility were 
reported during the succeeding 6 to 10 months. In 
some patients this favorable course was punctuated 
by brief episodes of acute pain. 

The effect of therapy on height loss and vertebral 
compression could be evaluated in 22 women with 
osteoporosis who received therapy for four or more 
vears (fig. 2). These women had lost 1 to 5 in. in 
height prior to therapy and had compression of one 
or more vertebrae. Height loss ceased immediately 
after the initiation of estrogen therapy in 10 pa- 
tients and within two vears of initiating therapy in 
an additional 6 patients. One patient stopped los- 
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Fig. 2—Height loss in postmenopausal women before and 
after estrogen therapy. Upper dots represent 27 women 
treated prior to development of osteoporosis, lower dots 22 
women with osteoporosis at beginning of treatment. In 16 
women with osteoporosis height loss ceased within two years 
of initiating therapy. 


ing height after three years of therapy. Five pa- 
tients continued losing height, but, in three such 
instances, the total loss was 0.5 in. In two patients 
the height loss was apparently unaffected by estro- 
gen therapy. Serial roentgenograms confirmed the 
height data in every patient. In no patient was there 
an unequivocal increase in radiodensity after ther- 
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apy. Figure 2 also summarizes the results of estro- 
gen therapy in 27 postmenopausal women without 
prior osteoporosis. During 4 to 25 years of estrogen 
therapy no significant back pain, height loss, or 
vertebral compression occurred. 
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Fig. 3.—Summary of height and roentgenographic findings 

in 69-year-old woman with postmenopausal osteoporosis. 

Patient received estrogen therapy from 1947 to 1952. 

Height loss and vertebral compression resumed after dis- 
continuation of therapy. 


Figure 3 summarizes the height and roentgeno- 
graphic findings in a particularly illustrative patient. 
This 69-year-old woman first developed back pain 
24 years after a spontaneous menopause. Examina- 
tion revealed marked kyphosis, compensated 
rheumatic heart disease, and a postmenopausal 
height loss of 4.5 in. (11.4 cm.). There was in- 
creased radiolucency of the thoracic and lumbar 
vertebrae, with compression of many vertebrae. 
Results of laboratory studies were normal. The pa- 
tient was given diethylstilbestrol in doses of 1 mg. 
daily and methyltestosterone, 5 mg. daily, with a 
seven-day estrogen abstention period every fifth 
week. Regular withdrawal bleeding ensued. After 
three months of therapy back pain was improved 
and after 12 months completely absent. Height loss 
ceased after one year and androgen therapy was 
discontinued. During the third year of estrogen 
therapy peripheral edema developed, and the pa- 
tient was treated with digitalis and diuretics. 
Estrogen therapy was finally discontinued after 
five years because of progressively severe edema. 
The patient was observed at intervals during the 
next five years. The edema regressed but did not 
disappear. Four episodes of acute back pain oc- 
curred in these five years, but chronic back pain did 
not recur. Despite these relatively mild symptoms 
a further height loss of 1.5 in. (3.7 cm.) and roent- 
genographic evidence of further vertebral compres- 
sion occurred. 
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Occurrence of Breast and Genital Cancer 


Primary carcinoma of the breast was not detected 
in any patient during estrogen therapy. Five wom- 
en had been subjected to radical mastectomy for 
mammary cancer prior to therapy. One patient, 
whose original neoplasm had appeared 15 years 
after the menopause, developed a recurrent mam- 
mary carcinoma after six years of combined 
estrogen-progesterone therapy. In four patients the 
mammary carcinoma had developed shortly be- 
fore the menopause. These four patients completed 
one to five years of estrogen therapy without in- 
cident. 

Seven patients developed genital cancer during 
estrogen therapy (see table). Cervical carcinoma 
in situ developed in one patient after two years of 
cyclic diethylstilbestrol therapy. Overt carcinoma 
of the cervix did not occur in any patient. Two 
women developed ovarian cystadenocarcinomas. 
One of these patients had received oral therapy 


Summary of Clinical Features of Seven Patients with 
Genital Carcinoma 


Estrogen Therapy 
Ax —--- 


Yr. Site of Cancer Years Type Outcome 

Cervix Oral, eyelie No recurrence 3 yr. later 

53 Endometrium 2% Oral, eyclie No follow-up 

48 Endometrium 6 — No recurrence 14 yr. later 
depot 

68 Endometrium 8 Parenteral, No follow-up 
depot 

aT Endometrium 15 Parenteral, No recurrence 1 yr. later 
depot 

D4 Ovary* 5 Parenteral, No recurrence 11 yr. later 
depot 

43 Ovary* 2 Oral, eyelie Died of metastases 

later 


* Cystadenoearcinoma, 


with a stilbestrol analog for two years with regular 
abstention periods, but the other had received five 
years of therapy with depot and pellet preparations 
of stilbestrol analogs. 

Four patients developed adenocarcinoma of the 
endometrium. Three of these patients had received 
various combinations of parenteral, depot, and 
pellet preparations for 6 to 15 years before the 
neoplasm was detected. One patient developed an 
endometrial cancer after two years of cyclic oral 
diethystilbestrol therapy. 

All six ovarian and endometrial carcinomas ap- 
peared prior to 1948. Only one genital cancer, a 
cervical carcinoma in situ, was detected in the last 
10 years covered by this study, despite increased 
use of cervical cytological techniques. There were 
no breast or genital carcinomas in the patients 
treated less than one year. 


Comment 


The efficacy of estrogen replacement in treating 
the menopausal syndrome is well recognized, and 
its uniformly beneficial result contrasts with the 
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commonly unsuccessful use of sedatives and other 
nonspecific measures. In postmenopausal osteo- 
porosis the present report of a beneficial effect of 
estrogen on back pain, loss of height, and roent- 
genographic changes extend previous studies which 
demonstrated a favorable effect of estrogen on 
nitrogen, calcium, and phosphorus balance.* The 
small positive balances induced by estrogen in 
these studies may offer partial explanation for the 
failure to observe increased radiodensity after 
therapy and the interval between the initiation of 
therapy and the cessation of further vertebral 
compression in some patients. The cessation of 
further vertebral collapse in patients receiving estro- 
gen therapy does not appear to be fortuitous in 
view of the uniformity with which the response is 
obtained, the severe and continuous vertebral 
compression observed in patients with idiopathic 
osteoporosis not amenable to estrogen therapy,’ 
and the resumption of vertebral compression in 
patients with postmenopausal osteoporosis, if estro- 
gen therapy is discontinued. The failure to de- 
velop osteoporosis in the 27 postmenopausal 
women in whom estrogen therapy was begun prior 
to the development of osteoporosis suggests that 
estrogen therapy is an effective prophylaxis for 
postmenopausal osteoporosis. 

Serious side-effects of prolonged estrogen ad- 
ministration are infrequent and seldom necessitate 
discontinuation of therapy. The fear that breast and 
cervical carcinoma may result from this therapy 
appears to be unfounded. However, the incidence 
of endometrial carcinoma in this group of patients 
is many times the normal incidence.’ The occur- 
rence of four cases during the first 15 years and 
none during the last 10 years covered by this study 
is possibly the result of the regular desquamation 
of stimulated endometrium that occurs with cyclic 
estrogen therapy. Continuous estrogen secretion 
has been implicated in the increased incidence of 
endometrial carcinoma in patients with estrogen- 
secreting tumors.” The appearance of two cases of 
ovarian cystadenocarcinoma during the first 15 
years of this study also exceeds the expected inci- 
dence.’ The association may be fortuitous in view 
of the absence of other reports of this type of can- 
cer in estrogen-treated women. Estrogen has no 
known stimulating effect on the ovary. 


Summary and Conclusions 


A 25-year retrospective study of the results of 
prolonged estrogen therapy in 292 postmenopausal 
women showed that serious side-effects were in- 
frequent and necessitated discontinuation of therapy 
in only 5% of patients. Excellent results were ob- 
tained in the treatment of the menopausal syndrome 
and in postmenopausal osteoporosis. One case of 
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uterine cervical carcinoma and none of breast can- 
cer occurred during prolonged estrogen therapy. 
Four cases of endometrial cancer and two of ovarian 
cystadenocarcinoma developed during the first 15 
years of the study, but none were detected during 
the last 10 years of the study. This sharp decline in 
the incidence of genital carcinoma was related in 
time to a change from continuous to intermittent 
estrogen therapy. It is concluded that prolonged, 
cyclic, oral estrogen therapy combined with periodic 
pelvic and vaginal cytological examinations is a 
safe and effective therapy for postmenopausal 
women with disabling menopausal symptoms or 
postmenopausal osteoporosis. Its use in women with 
premature menopause is also recommended. 

This study was supported, in part, by grants from the 
United States Public Health Service, the American Cancer 
Society, and Ayerst Laboratories, New York. 

Patient data used in this study were supplied by Drs. 
Fuller Albright, A. P. Forbes, E. C. Reifenstein Jr., F. C. 
Bartter, and P. H. Benedict. 
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USE OF TRANQUILIZERS IN DERMATOLOGY 


Wayne Wright, M.D., Hayward, Calif. 


The fields of dermatology and psychiatrv are 
thought by many to be closely related. Most 
psychiatrists and many dermatologists feel that 
several dermatoses are of psychogenic origin; prom- 
inent among the dermatoses most often described as 
being produced by psychogenic stimuli are psoriasis, 
lichen planus, pruritus ani and vulvae, atopic 
dermatitis, chronic urticaria, nummular eczema, and 
localized neurodermatitis.' It is logical that tran- 
quilizing drugs would be used in the treatment of 
patients with skin disease, and in April, 1955, when 
Selling reported that meprobamate cleared skin 
eruptions of psychosomatic origin, I decided to 
launch a controlled study of phrenotropic drugs in 
the therapy of patients with dermatoses. The main 
categories and subgroups of tranquilizing drugs 
used in the study are listed in table 1. 

As shown in table 2, these drugs can be divided 
into two classes on the basis of their pharmacologi- 
cal actions, those that exert a suppressive effect on 
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Nine tranquilizing medicaments were 
compared clinically with respect to their 
usefulness in treatment of patients with 
dermatological disorders. To be included in 
the series the patients had to be treated for 
not less than four months and were examined 
by the physician not less than 12 times. Of 
the 740 patients considered, 180 were 
dropped from the therapeutic study because 
of side-reactions but were considered in the 
study of complications. The blind method of 
drug selection was utilized for 420 patients. 
As a specific modality in the therapy of 
dermatoses it appeared that tranquilizing 
drugs had little to offer. The only possible 
exception was hydroxyzine hydrochloride for 
patients with nummular eczema. As adjunc- 
tive therapy phrenotropic drugs aid in three 
different situations: when pruritus is severe, 
when patients have difficulty in sleeping, and 
when steroid dosage is being reduced. 
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the autonomic nervous system (they act against or 
antagonize acetylcholine, histamine, and serotonin ), 
and those that are central nervous system relaxants. 


Materials and Methods 


The sources of clinical cases were the outpatient 
and inpatient services of Travis Air Force Hospital 
in Fairfield, Calif., the psychiatric practice of Dr. 
Jean S. Wright, and the dermatological practices of 
Dr. Max Krause and myself. The study reported in 
this paper was undertaken on May 1, 1955, and 
terminated on April 1, 1959. 

The patients had to be seen once or twice weekly 
for a period of two months and then at least twice 
monthly for two more months to be counted in this 
report. A total of 740 patients met this requirement. 
Because of side-reactions, results in 180 patients 
were dropped from the therapeutic data, but they 
were counted in the section on complications. Diag- 
nosis and number of patients were as follows: 


TABLE 1.—Classifications and Generic Names of Tranquiliz- 
ing Drugs Used in Treatment of Patients with Dermatoses 


Rauwolfia alkaloids 
Reserpine 
Rauwolfia 

Phenothiazine derivatives 
Chlorpromazine hydrochloride 
Prochlorperazine 
Perphenazine 
Trimeprazine 

Substituted propanediol 
Meprobamate 

Diphenylmethane 
Hydroxyzine hydrochloride 

Amides 
Oxanamide 


psoriasis, 100 patients; pruritus ani and vulvae, 100 
patients; lichen planus, 75 patients; atopic derma- 
titis, 150 patients; chronic urticaria, 100 patients; 
localized neurodermatitis, 140 patients; and num- 
mular eczema, 75 patients. 

A blind study was done on 75% of the patients, 
with another physician selecting the drug and dose 
to be used. The one doing the follow-up on the case 
did not know which drug or drugs the patient was 
receiving or had received. Results were evaluated 
by the objective change in the skin condition and 
the patient’s subjective signs of improvement in 
such symptoms as itching. 

For a three-week period all patients were on 
therapy consisting only of administration of a tran- 
quilizing drug. Topical and injected medicaments 
were withheld. It was deemed unfair to the patient 
to use only these orally given preparations if no 
subjective or objective improvement was noted in 
21 days, but it is realized that three weeks may 
not be sufficient time for the tranquilizing drugs te 
prove or disprove their value. 
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The following drugs were alternated in all pa- 
tients and, when possible, a three-week continuous 
regimen was maintained, with the dosage being 
regulated by a physician: rauwolfia, meprobamate, 


TABLE 2.—Pharmacological Actions of Tranquilizing Drugs 
Action Drug 
Group A: Those which affect autonomic nervous system 


Produce sleep pattern in electro- Reserpine 
encephalogram, but not necessarily | Chlorpromazine 
sleep hydrochloride 


Block conditioned reflexes Prochlorperazine 
Prolong barbiturate anesthesia Perphenazine 
Lower electroconvulsive threshold Hydroxyzine 
hydrochloride 
Oxanamide 


Group B: Those which affect central nervous system 
Do not produce sleep pattern in 
electroencephalogram 
Have relaxant effect on spastic muscles 
Do not affect conditioned reflexes 
Increase convulsive threshold 


Meprobamates 


prochlorperazine, perphenazine, hydroxyzine hy- 
drochloride, trimeprazine, and oxanamide. Neither 
excessive nor minimal amounts were used of any of 
the drugs. 

Results of treatment with orally given tranquiliz- 
ing drugs alone are shown in table 3. It is seen that 
nummular eczema was the only condition in which 
significant improvement was noted, when admin- 
istration of tranquilizing drugs was the only therapy. 
It is most interesting that, of the 37 patients with 
nummular eczema who improved, 30 were taking 
hydroxyzine hydrochloride in a dosage of 10 mg. 
three times daily. Of the remaining seven patients 
four were taking perphenazine, 4 mg. three times 
daily, and three were taking trimeprazine, one tablet 
three times daily. As yet, no reason is known why 
hydroxyzine hydrocnioride was so ettective in this 
clinical condition. 


TABLE 3.—Results of Treatment of Patients with Dermatoses 
with Tranquilizers Alone 


Result 
Diugnosis Patients Improved No Change Worse 
100 12 74 14 
Pruritus ani and vulvae.. 100 16 72 12 
75 4 49 22 
Atopic dermatitis ........ 150 2s 97 25 
Localized neurodermatitis 140 Is 91 31 
Numomular eezema 75 37 29 9 


The next approach in determining the value of 
tranquilizing therapy was to try to obtain the best 
possible clinical improvement in patients with ac- 
cepted methods of therapy and then to add phreno- 
tropic drugs to see if further improvement could 
be elicited. X-ray therapy was eliminated as a 
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method in this phase. Treatment with steroids was 
used when not contraindicated. The results are 
shown in table 4. It is interesting to note that here 
again those patients treated with hydroxyzine hy- 
drochloride showed an impressive improvement in 
the condition known as nummular eczema. 


Complications 


For the purpose of this paper the complications 
can be classified as dermatological and nonderma- 
tological. It also might be appropriate to further 
divide these into minor and serious reactions to the 
tranquilizing drugs. The minor nondermatological 
side-effects of the drugs used were blurred vision, 
nasal congestion, dryness of the mouth, changes in 
pulse rate, constipation, lactation in nonpregnant 
women, changes in menstrual cycle, urinary fre- 
quency, polyphagia, muscle spasm in the neck and 
shoulders, and significant rise in body temperature. 
No attempt was made to determine the percentage 
incidence of each type of reaction. 

Among the more serious side-reactions of a non- 
dermatological nature were convulsions, agranu- 
locytosis, and sudden hypotension with syncope. 


TaBLE 4.—Results of Treatment of Dermatoses with 
Usual Methods Plus Tranquilizers 


Result 


Improvement 


No. of “Subjec- Objec- No 
Diagnosis Patients tive tive Change Worse 

Psoriasis 100 7 2 80 
Pruritus ani and vulvae. 100 Is 4 71 7 
Lichen planus .......... TS 4 0 60 11 
Atopic dermatitis ...... 10 24 104 14 
WW 3 3 77 
Localized 

neurodermatitis ...... 9 2 121 
Nummular eevema ..... re a4 31 3 7 


Convulsions.—Three patients in the study had 
convulsive reactions after a few days of therapy. 
Two were young men and the other a 48-year-old 
woman. All were taking 24 mg. of perphenazine 
daily in three divided doses. The woman had her 
first convulsion on the eighth day of the drug sched- 
ule. She later had a similar episode when hydroxy- 
zine hydrochloride, 10 mg. three times a day, was 
given. Her convulsions after administration of 
hydroxyzine hydrochloride started on the fifth day 
of therapy. 

One male patient, aged 19, had his first seizure 
on the fourth day of perphenazine administration, 
on a dosage of 24 mg. daily. The second male, aged 
22, developed convulsions on the sixth day of per- 
phenazine administration, with the same dosage. 
Both young men tolerated treatment with hydroxy- 
zine hydrochloride, 10 mg. three times daily; 
prochlorperazine, 5 mg. three times daily; and 
meprobamates, without further convulsions. 

Electroencephalography was done and the trac- 
ings of all three patients showed epileptiform 
patterns. None of the three admitted ever having 
convulsions before. It is well established that the 
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convulsive threshold is lowered by the phenothia- 
zines. Therefore, it follows that a careful history 
with regard to epilepsy should be taken before 
phenothiazines are prescribed by any physician. 

Agranulocytosis.—A 54-year-old) woman’ with 
lichen planus was given trimeprazine tablets, 
one four times daily, because of excessive pruritus. 
No other oral or radiation therapy had been ad- 
ministered to her in the previous 16 months. On the 
llth day of treatment she became listless and de- 
veloped a few small mouth ulcerations. Administra- 
tion of the drug was stopped, and a white blood cell 
count showed 1,200 per cubic millimeter, which 
fell to 800 in three more days. She was treated with 
transfusions, antibiotics, and then steroids. Her 
white blood cell count did not return to a level of 
4,000 per cubic millimeter until 42 days after ad- 
ministration of the drug had been stopped. No 
white blood cell count was done prior to admin- 
istration of trimeprazine; however, there had been 
no reason to believe that it had been depressed. 

White blood cell counts were then done on all 
patients being given phenothiazine therapy at two- 
week intervals after this experience. No other severe 
depression of white blood cells was seen. In six 
patients the white blood cell count fell to 3,000 
during therapy with trimeprazine. However, ad- 
ministration of the drug was not stopped and the 
white blood cell count did not decrease further. 
These patients were checked every other day with 
a hemogram. In two of them the white blood cell 
count returned to about 6,200 while they were still 
receiving the drug. 

No depression of white blood cells was seen in 
any of the patients taking phenothiazine derivatives 
other than trimeprazine. Fatal agranulocytosis 
after treatment with chlorpromazine has been re- 
ported by Tasker.” 

Sudden Hypotension with Syncope.—Sudden hy- 
potension with syncope was seen in three patients; 
all three were receiving meprobamates, and all three 
developed syncope within one week of taking the 
drug. 

The first patient seen with this phenomenon of 
sudden onset of syncope was a 34-year-old woman 
with psoriasis. She reported that about 15 minutes 
after taking her “pill” she developed numbness and 
tingling of both upper and lower extremities and 
then fainted. She was alone at the time but esti- 
mated that she was unconscious for about 30 min- 
utes. Examination of the drug schedule showed her 
to have been taking meprobamate, 400 mg. three 
times a day. It was on the fifth day of therapy that 
she had this episode. 

A complete physical examination was within 
normal limits, except for the extensive psoriasis. Her 
blood pressure was 132/66 mm. Hg. While in the 
outpatient clinic she was given a 400-mg. tablet of 
meprobamate, with her permission, after careful 
explanation of the possible drug reaction. Within 
four minutes she complained of numbness of the 
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fingers. Her blood pressure was 88/40 mm. Hg, and 
she was given epinephrine, 0.01 cc. of 1-1,000 di- 
lution subcutaneously. Her blood pressure con- 
tinued to fall, finally reaching 40/20 mm. Hg, and 
she lost consciousness for a brief period, less than 
two minutes. Her blood pressure slowly returned 
to 110/44 mm. Hg in the next 20 minutes, while she 
was at bed rest. Her body temperature rose from 
98.4 to 102.6 F (36.8 to 39.2 C) orally and remained 
elevated for 49 minutes. Two young men taking 
meprobamate both reported identical symptoms of 
numbness and loss of consciousness. The drug was 
not readministered to them. All three patients later 
received therapy with perphenazine, hydroxyzine 
hydrochloride, and oxanamide, without similar 
reactions. Similar experiences have been reported, 
by Stroud * and others, in patients taking mepro- 
bamates. 


Dermatological Reactions from Tranquilizers 


Proof that all reactions were caused by the drugs 
was furnished by withdrawal of the drug until the 
eruption disappeared and then further administra- 
tion of the drug until the same response was 
elicited. 

The following types of skin eruptions were seen: 
urticaria, erythematous macular eruption, purpura, 
171 erythema multiforme, stomatitis, and a papulo- 
squamous eruption closely resembling pityriasis 
rosea. 

Urticaria.—Tranquilizers produced chronic utti- 
caria in 14 of the group of 740 patients studied. The 
drugs responsible were meprobamates (nine pa- 
tients), trimeprazine (one patient), perphenazine 
(two patients), hydroxyzine hydrochloride (one 
patient), and oxanamide (one patient), with no 
urticaria seen in patients taking reserpine or pro- 
chlorperazine. From patients seen for urticaria, 
other than those included in this study, 16 more 
cases of proved urticaria due to meprobamate ad- 
ministration have been seen in the past four years. 
Urticaria of this type has been previously reported 
by Becker and co-workers.* 

Erythematous Macular Eruptions.—An_ erythe- 
matous type of macular eruption can be generalized 
or localized. In a few cases the eruption remained 
localized even though administration of the drug 
was continued. Pruritus accompanied the eruption 
in most patients but not in all. 

Of the 740 patients 19 developed this erythema- 
tous macular eruption. The drugs responsible were 
meprobamates (seven patients ), perphenazine (two 
patients ), trimeprazine (one patient), hydroxyzine 
hydrochloride (three patients), oxanamide (one 
patient ), reserpine (one patient), and prochlorpera- 
zine (four patients ). 

From among patients seen because of erythema- 
tous macular eruption during the past four years, 
other than those included in this study, nine more 
cases have been determined as being caused by 
meprobamates and three by prochlorperazine. 
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This type of reaction due to administration of 
tranquilizing drugs has been reported by Friedman 
and Marmelzat,® Becker and co-workers,® and 
Kositchek.’ 7 

Purpura.—Purpura was seen in 4 patients from 
among 740 in the study group. All cases were 
caused by administration of meprobamates; all 
patients had normal hemograms. Three additional 
patients have been seen in the past four years with 
purpura proved to be caused by meprobamates. 
Purpura as a side-effect of therapy with tranquilizers 
has been previously reported by Gottlieb* and 
Carmel and Dannenberg.* 

Erythema Multiforme.—Generalized erythema 
multiforme was seen in eight patients in this study. 
Two could be classified as presenting Stevens- 
Johnson syndrome and were very ill. The drug was 
not given to these patients again after they had 
recovered. Both patients had been well until the 
second week of meprobamate therapy, taking a dose 
of 400 mg. three times daily, when the eruption 
appeared. The number of cases of erythema multi- 
forme and the drugs which caused them were as 
follows: meprobamates (six patients ), trimeprazine 
(one patient), and hydroxyzine hydrochloride (one 
patient). There were no patients with erythema 
multiforme among those taking perphenazine, 
oxanamide, reserpine, or prochlorperazine. Ery- 
thema multiforme due to treatment with meproba- 
mates has previously been reported by Carmel and 
Dannenberg.”° 

Stomatitis.—Persistent and painful stomatitis was 
seen in two patients taking meprobamates. The 
lesions receded about four days after cessation of 
administration of the drug and reappeared on the 
first day after readministration. No other symptoms 
developed, and so this is classified as a different 
reaction from the erythema multiforme reactions, 
with accompanying mouth lesions. These two pa- 
tients were given all the other tranquilizing drugs 
used in this study without recurrence of the mouth 
lesions. 

Pityriasis Rosea-like Papulosquamous Eruption.— 
A typical picture of pitvriasis rosea was produced in 
3 patients of the 740 in the study group. All three 
were taking meprobamate drugs. All took the rest 
of the drugs being studied without developing the 
eruption. No reference to or report of a similar 
eruption has been found in the literature. 

All three patients developed a lesion resembling 
a herald patch and then had eruptions typical of 
a Clinical case of pityriasis rosea in from two to three 
days after the appearance of the herald patch. On 
cessation of the drug treatment the lesions faded 
in from five to seven days, but they could be re- 
produced in 48 hours after repeat administration of 
meprobamate. No systemic symptoms other than 
minimal pruritus accompanied the eruption. 

In the past four years two other cases of this 
pityriasis rosea-like syndrome have been seen and 
proved to be caused by treatment with meproba- 
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mates. This gives rise to the possibility that 
pityriasis rosea is a drug eruption rather than a 
virus disease, as many people believe. The etiology 
has never been satisfactorily proved. 


Comment 


It should be emphasized that this paper has to 
do only with the tranquilizing drugs and their re- 
lationship to dermatology. No attempt has been 
made to evaluate their usefulness in the treatment 
of patients with other disorders. 

As a specific modality in the therapy of derma- 
toses it is apparent that tranquilizing drugs have 
little to offer. The only possible exception is the 
use of hydroxyzine hydrochloride in nummular 
eczema. Enough patients were markedly improved 
when receiving hydroxyzine hydrochloride only to 
conclude that it merits a trial in treatment of pa- 
tients with this condition. 

As adjunctive therapy, phrenotropic drugs are of 
some value. They aid principally in three different 
situations: when pruritus is severe; when patients 
have difficulty in sleeping or feel tense most of the 
time, or both; and when steroid dosage is being 
reduced. Tranquilizing drugs often allow this re- 
duction in steroids to be accomplished more rapidly, 
especially in the treatment of patients with atopic 
dermatitis. 

The choice of drugs in each of the three situations 
varied somewhat with the individual patient, and 
often they would have to try two or three different 
ones before a satisfactory response was obtained. It 
should be noted that results of administration of 
reserpine have been left out, since the side-reac- 
tions were so great and the value obtained so 
minimal that it was not considered a satisfactory 
drug in the treatment of dermatoses. The list of 
drugs follows, in order of preference. 

Oxanamide was the drug which afforded the most 
decrease in the intensity of itching and still let the 
patient carry out his normal activities. Trimepra- 
zine was second choice in this category, even though 
it has been marketed for its antipruritic effect. Over- 
all results of treatment with this drug were dis- 
appointing. A new form of trimeprazine in a 
sustained-release capsule is under investigation at 
the time of writing and appears to be an improve- 
ment on the present tablet. Prochlorperazine, per- 
phenazine, and hydroxyzine hydrochloride all gave 
some relief of itching, but side-effects such as 
drowsiness interfered with the patients’ normal daily 
routine. Meprobamate was considered a poor drug 
for relief of pruritus. Some patients even complained 
of increased itching. 

For the dermatological patient who had difficulty 
in sleeping prochlorperazine, hydroxyzine hydro- 
chloride, and perphenazine were about equally 
good, since they all produced drowsiness. Oxana- 
mide and meprobamate were definite aids but less 
useful than the first three named. It was found that 
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the dosage had to be slowly but continually in- 
creased over the period of treatment to retain the 
desired effect. 

In patients receiving steroids in whom reduction 
in dosage was being attempted, oxanamide again 
proved to be the preferred drug. Prochlorperazine 
is the next most desirable drug, with the meproba- 
mates being of least value. 


Summary 


Tranquilizing drugs are of no great value in the 
treatment of patients with dermatological condi- 
tions. Nummular eczema was the only specific 
entity definitely benefited by phrenotropic drugs, 
and the preferred drug for treatment of patients 
with this condition was hydroxyzine hydrochloride. 
As adjunctive therapy tranquilizers help to relieve 
itching, to produce sleep, and to allow steroid 
dosage to be reduced. Many side-reactions from 
phrenotropic drugs, both dermatological and other- 
wise, were seen. A pityriasis rosea—like syndrome, 
which has not been previously reported, was pro- 
duced in five patients. Oxanamide seems to be the 
preferred drug, mainly because fewer complications 
have been seen, and less, although some, drowsiness 
is produced with this than with the other tran- 
quilizing drugs. 

Considering the cost of treatment with the 
phrenotropic drugs and the results obtained in 
dermatological patients, I recommended a thera- 
peutic trial with phenobarbital before use of tran- 
quilizers in a case in which a so-called tranquilizing 
effect is needed. 

1197 A St. 
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CARDIAC CATHETERIZATION FOR DIAGNOSIS 
DECREASED NEED, INCREASED COMPLEXITY, AND GREATER EXPENSE 
Max H. Weil, M.D., Ph.D., Los Angeles 


Improved methods of detection, and the survival 
of patients who formerly died during infancy or 
before reaching reproductive age, may well reveal 
a much larger incidence of congenital heart dis- 
ease.' However, the number of patients who require 
cardiac catheterization for definitive diagnosis will 
not increase. The very fact that 12 years’ experience 
with the technique has increased the accuracy of 
clinical diagnosis accounts for the lessened fre- 
quency with which cardiac catheterizations are now 
done.’ It is apparent that precise diagnosis in a 
majority of patients with congenital heart disease 
as well as patients with acquired heart disease may 
be achieved by purely clinical techniques.” 

Diagnostic Approach 

The detailed history, physical examination, x-ray 
studies, and electrocardiographic data are often 
sufficiently distinctive for definitive diagnosis. This 
is most vividly demonstrated by recent practice at 
the Mayo Clinic, where about 90% of pediatric 
patients with tetralogy of Fallot are referred for 
surgery on the basis of clinical diagnosis achieved 
without cardiac catheterization.” Only more complex 
lesions are referred for cardiac catheterization. Such 
complex diagnoses require elaborate techniques, 
which, in addition to pressure and oxygen content 
determinations, include the recording of indicator 
dilution curves, multiple simultaneous pressure 
measurements, and selective angiocardiography or 
cineangiography. It is therefore essential that diag- 
nostic laboratories have sufficiently elaborate instru- 
mentation, competent technical and nursing staff, 
and generous provision for physical work space in 
order to provide these services. 

Expansion of Laboratory Facilities —The expan- 
sion of facilities for cardiac catheterization is a 
natural outgrowth of acceptance of cardiac cathe- 
terization and the practical advances of cardiac 
surgery. However, the establishment and support 
of a large number of cardiovascular laboratories in 
the same geographical area requires serious consid- 
eration. The financial burden of development and 
maintenance of a proficient cardiac catheterization 
laboratory is such that the unit can hardly be self- 
sufficient. In addition to the need of costly physical 
space in a hospital area, the expense of special in- 
stallation in a properly equipped laboratory may be 
in excess of $100,000. A summary of actual costs 
involved in the establishment of one such unit is 
presented in the table. 


From the Department of Cardiology, Elsinore and George Machris 
Cardiac Hospital, City of Hope Medical Center, Duarte, California, and 
the Department of Medicine, University of Southern California, School 
of Medicine, Los Angeles. 


Expenditures for Improvement.—The remarkable 
developments in the past and those which continue 
to take place in cardiac catheterization and related 
techniques exact their price, for equipment requires 
replacement as major improvements and _refine- 
ments are introduced. The fluoroscope is replaced 
by the image intensifier, and 2-per-second angiog- 
raphy is replaced by 12-per-second biplane angiog- 
raphy. For this reason, purchase of equipment 
becomes a continuing necessity if standards are to 
be maintained. It is estimated that the basic ex- 
penditure will be repeated at the end of five years. 

Cost of Operation.—Successful conduct of the 
laboratory requires a competent medical staff on 
at least a half-time basis. In our laboratory, each 
procedure requires participation of a minimum of 
two physicians, a nurse, and three additional tech- 
nically trained persons. In small children, the avail- 
ability of a highly skilled anesthesiologist is a pre- 
— if the patient's safety is to be assured and 
sufficient circulatory stability is to be obtained to 
allow for definitive measurements.* 

If three cardiac catheterizations are done weekly, 
the cost of technical and nursing personnel for each 
procedure is about $130. This is exclusive of the 
fee for the cardiologist’s services or for anesthesia. 
Expendable items such as catheters, x-ray film, 
radiopaque mediums, and recording paper add 
about $65 for each procedure. To assure smooth 
operation and a reasonable minimum of technical 
failures, we have found it necessary to provide for 
constant activity with a schedule of three catheteri- 
zation procedures each week. For the safety of the 
patients, availability of cardiac resuscitation equip- 
ment, proximity to surgery, and the cooperation of 
a thoracic surgeon have been essential and reassur- 
ing. Interpretation of the crude data, calculations, 
and compilation of the report are done by a 
cardiologist. In the case of a typical right heart 
catheterization, this phase of the work requires 
as much as eight hours of one physician's time. 

Complications and Risks.—Catheterization of the 
heart and great vessels is a major diagnostic under- 
taking which is not without danger. The risk of 
death for patients undergoing right heart catheteri- 
zation in an established cardiac center is between 
0.1 and 0.4%. In infants under one year of age, the 
mortality of cardiac catheterization is as high as 
1.5%. Angiocardiography almost doubles the hazard 
of a fatal outcome and thoracic aortography has a 
mortality of about 1.0%.° 

Short episodes of ventricular tachycardia fre- 
quently occur during routine catheterization of the 
right ventricle. These rarely lead to ventricular 
fibrillation. However, four instances of ventricular 
fibrillation were recently reported in a series of 
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more than 1,500 patients undergoing catheteriza- 
tion of the heart. Successful defibrillation was 
achieved in three of the patients, indicating the 
importance of good resuscitation maneuvers.* Other 
complications include pyrogenic reactions, acute 
congestive heart failure, thrombophlebitis or arteri- 
tis, and embolization. Knotting of the catheter 
occurs with surprising infrequency. Cardiac stand- 
still or perforation of a major blood vessel or of the 
heart are rare occurrences indeed, but these require 
immediate surgical assistance. Patients who have 
shunting of blood from the right to the left heart 
present special dangers of embolization. Severe pul- 
monary stenosis or abnormality of tricuspid valve 
placement (Ebstein’s anomaly) provide conditions 
in which judicious reserve rather than completeness 
of the catheterization study may be assurance 


Cost of Cardiac Catheterization Equipment® 
Radiologie equipment and supplies 


Roentgenographie and fluoroscopic unit ........... 23,000 
6,000 
Bi-plane angiocardiographie unit .................. 20,000 
Angiocardiographic pressure injector .............. Tit 
incidental radiology equipment 780 
70,639 
Recorders 
Electronies for medicine 10,000 
Brown recorders and connecting cables (2 units) .. 2,155 
346 
Dictaphone recorder (model T.A. 5) 320 
12,821 
Oximetry and dye dilution equipment ............... 6,797 
Accessory instrumentation (cardiotachometer, 
683 
695 
Initial catheters, stopcock, and needle supplies ...... 1,388 


* Based on costs quoted during academic year 1957-1955. 


against a fatal accident. A total of more than 100 
catheterizations have been done in our new labora- 
tory in the past year. Only one complication was 
experienced when a knot was tied in the cardiac 
catheter while it was lodged in the superior vena 
cava. The catheter was withdrawn to the right axil- 
lary vein, from which it was removed by venotomy. 

When cardiac catheterization is required for 
definitive diagnosis and determination of operabil- 
ity, these hazards should rarely dissuade the physi- 
cian from recommending the study. However, the 
risks should be minimized by the selection of an 
experienced team and the availability of ancillary 
services and facilities that assure maximum safety. 


Comment 


The very fact that the clinician looks to the 
laboratory for specific information to achieve a 
diagnosis he cannot make from clinical data alone 


CARDIAC CATHETERIZATION—WEIL 


J.A.M.A., Nov. 21, 1959 


requires a high level of confidence in the acquisi- 
tion and translation of crude data into a definitive 
diagnosis. Economic and technical limitations lead- 
ing to the establishment of laboratories that employ 
short-cuts and compromises thwart the very pur- 
pose for which cardiac catheterization procedures 
are employed. The clinician (and the patient) has 
a right to look to the laboratory for precise and 
complete data on the completion of a catheteriza- 
tion. Referral to a larger unit as a consequence of 
technical limitations hardly seems justified. The 
thesis that every cardiac clinic needs its own car- 
diac catheterization unit is hardly practical. Would 
it not be far better to pool professional and finan- 
cial resources and thereby provide generous sup- 
port of a centralized laboratory? Cardiac clinics 
throughout a geographical area, each of which has 
but a limited number of patients requiring detailed 
studies, would share the advantages provided by a 
laboratory which is more adequately staffed and 
Summary 

There is a decreased need for cardiac catheteriza- 
tion as a method of cardiac diagnosis. However, 
patients with complex lesions which defy clinical 
diagnosis need detailed studies which use increas- 
ingly elaborate techniques and costly facilities. 
Establishment of small units with formidable tech- 
nical and economic limitations thwarts the purpose 
for which cardiac catheterization procedures are 
now done. Consideration should be given to de- 
velopment of centralized diagnostic laboratories 
serving several hospitals and clinics. 


1500 E. Duarte Rd., Duarte, Calif. 
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EVALUATION OF TRANQUILIZING DRUGS IN MEDICAL OUTPATIENTS 


MEPROBAMATE, PROCHLORPERAZINE, AMOBARBITAL SODIUM, AND PLACEBO 


Karl Rickels, M.D., Thomas W. Clark, M.D., James H. Ewing, M.D. 
Walter C. Klingensmith, M.D., Harold M. Morris, M.D. 


and 
Charles D. Smock, Ph.D., Philadelphia 


Tranquilizing agents are prescribed today at an 
ever-accelerating rate not only by psychiatrists but, 
to a much greater extent, by nonpsychiatric phy- 
sicians. Many clinical studies report favorable re- 
sults achieved with use of different tranquilizers in 
the treatment of patients suffering from tension and 
anxiety. But, while a number of studies have used 
a controlled methodology in the form of a blind or 
double-blind technique for the evaluation of results 
of treatment in psychotic inpatients, only a few 
well-controlled studies have been done on_ the 
nonpsychotic outpatient population.’ Furthermore, 
most authors have focused their attention on the 
study of outpatients frequenting psychiatric clinics 
and not on the evaluation of patients seeking help 
from the nonpsychiatric physician. 

A therapeutic approach, combining the effect of 
tranquilizers with the physician’s understanding 
and helpful attitude, leads to improvement in many 
patients, at least symptomatically. Loss or decrease 
of symptoms often enables the patient to deal with 
his problems more efficiently and to build up or to 
reestablish more adequate defenses; often, by so 
doing, he is bolstered against further stress. 


Purpose of Study 


This double-blind, controlled study was instituted 
because of the great need to evaluate the new drugs 
used in the treatment of patients suffering from 
tension, anxiety, and mild depression. Its purposes 
are as follows: (1) to determine the therapeutic 
efficacy of two tranquilizers and one sedative and 
to compare them with placebo; (2) to learn more 
about methods of studying emotionally disturbed 
patients attending a medical outpatient clinic and 
to develop improved techniques for the evaluation 
of drug therapy; (3) to compare a number of clini- 
cal tests and methods of evaluation; (4) to seek to 
profile clinical drug effects, as well as to determine 
such gross changes as “improved” and “unim- 
proved”; (5) to study the response to drug therapy 
of a population group similar to that which the 
nonpsychiatric physician treats in his office; and 
(6) to control and minimize the personal element of 
the doctor-patient relationship in order to approach 
the determination of pure drug effects. 


From the departments of psychiatry (Drs. Rickels, Ewing, Morris, 
and Smock) and medicine (Drs. Clark and Klingensmith). Dr. Smock 
is now at the Department of Psychology, Purdue University, Lafayette, 
Ind. 


Fifty-one psychoneurotic outpatients par- 
ticipated in a study in which the effects of 
four drugs were compared. The main symp- 
toms were anxiety, tension, and mild de- 
pression, in the absence of detectable 
organic disease. Complete data were ob- 
tained from 28 patients who took all four 
drugs in random order. The drugs were 
given each four times a day for two weeks 
in the following doses: amobarbital sodium, 
30 mg.; meprobamate, 400 mg.; prochlor- 
perazine, 5 mg.; and placebo. Precautions 
were taken to eliminate bias arising from 
personal interactions, from the order in 
which the drugs were taken, or from the fact 
that 23 patients dropped out before com- 
pleting the study. The three active drugs and 
the placebo all influenced the patients sig- 
nificantly during the first two weeks, but 
thereafter only the three active drugs gave 
significantly better results. Therapy with 
meprobamate always produced the most 
marked change toward improvement and 
most often showed a significant difference 
between drug and placebo in the dosages 


used. 


Drugs Used.—Many clinical studies done on out- 
patients report favorable results obtained from 
treatment with meprobamate (Miltown or Equanil),’ 
but the few controlled studies that have been pub- 
lished are evenly divided into favorable and un- 
favorable reports.” Prochlorperazine (Compazine ) 
is an even newer drug than meprobamate and has 
been favorably reported in clinical reports.* How- 
ever, no well-controlled study on its use with 
outpatients has yet been published. Amobarbital 
sodium has been known for decades to be effective 
in improving certain tension states. Recently, 
a double-blind study has shown that it produces a 
definite change in patients suffering from anxiety." 
Amobarbital sodium, rather than phenobarbital 
sodium, was chosen because of the lower incidence 
of depressive moods produced by the former drug. 
An inert placebo control was chosen because of the 
well-known and much-discussed therapeutic effects 
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produced by an inert substance when given to a 
patient by a physician whose helpful attitude is 
obvious. 


Subjects and Procedures 


Population.—Fifty-one outpatients, selected from 
the medical outpatient clinic of the University of 
Pennsylvania, participated in this study. A hetero- 
geneous group of psychoneurotic patients, carrying 
the diagnosis of psychoneurosis or character neu- 
rosis, was chosen. Although they had come to the 
clinic because of physical pain and tension no 
pathological lesions could be found. Their main 
symptoms were anxiety and tension, often partly 
symptomatized and also mild depression. Mild de- 
pression often accompanies anxiety and generally 
goes unnoticed by most physicians.* Excluded from 
this study were patients with severe depressions, all 
patients with physical, nonemotional illness, even 
if not related to their present symptoms, and 
all patients suffering from such psychosomatic 
disorders as ulcerative colitis, peptic ulcer, and 
asthma. No limits as to age, sex, and race were set, 
and the actual age range was 25 to 60 years. 

Medications and Design.—Meprobamate, pro- 
chlorperazine, amobarbital sodium, and placebo 
were dispensed in identical capsules, and each 
patient was given a supply of one of these medi- 
caments that would last a little over two weeks. 
He was instructed to return any unused capsules. 
This provided some control of how many capsules 
each patient took during a given interval. 

Each patient was told to adhere rigidly to the 
schedule but was allowed to reduce his medication 
if he became too drowsy and if his sleepiness inter- 
fered with his daily functions. The patient took two 
capsules four times daily of the drug assigned to 
him for a two-week period, each capsule containing 
one of the following amounts: amobarbital sodium, 
15 mg.; meprobamate, 200 mg.; prochlorperazine, 
2.5 mg.; or placebo. Thus, the respective daily doses 
of patients not receiving placebo were amobarbital 
sodium, 120 mg.; meprobamate, 1,600 mg.; or 
prochlorperazine, 20 mg. 

Each patient was placed on therapy with each 
of these four medicaments for two weeks, with use 
of a double-blind technique and according to a 
completely randomized design. It was felt that an 
effective drug should produce at least minimal 
improvement in the patient during this time. 

None of the physicians participatirg in the study 
knew, at any time, which drug a particular patient 
was receiving, and the kind of side-reactions re- 
ported did not allow differentiation between drugs, 
since quite a few patients reported more side- 
reactions from therapy with the placebo than from 
that with any of the three active drugs. 

Evaluative Procedures.—A variety of procedures, 
such as rating scales, a check list, and a clinical 
questionnaire, were used to determine the com- 
parative efficacy of the three active drugs and the 
placebo. 
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Taylor Manifest Anxiety Scale and Saslow Screen- 
ing Inventory: To demonstrate change occurring 
during the entire eight-week course of this study, 
irrespective of the order of drug administration, 
two well-established tests, the Taylor Manifest 
Anxiety Scale* and the Saslow Screening Inven- 
tory,’ were given to each subject twice, once at the 
beginning and once at the conclusion of the study, 
although, usually, neither scale is used for measur- 
ing “change” in psychiatric status. 

Four additional tests were given at the onset of 
this study and subsequently every two weeks, a 
total of five times. 

Over-all Absolute Rating Scale (0-8): An over-all 
absolute rating scale represents an over-all rating 
of a patient’s emotional status on a continuum from 
no symptoms (0) to most severe symptoms (8). The 
patient as well as the physician, independently of 
each other, marked an “X” at that point of the scale 
which they felt best represented the patient’s pres- 
ent emotional status. 

Over-all Relative Rating Scale (-3 to +3): An 
over-all relative rating scale of seven points indi- 
cates change of a patient’s condition on a bipolar 
spectrum. Patient as well as physician scored in- 
dependently of each other how the patient felt 
during the last three days in comparison to two 
weeks previously, at the time of his last evaluation. 
The patient could feel worse (—3, -2, -1), the same 
(0), or better (+1, +2, +3). 

The reproducibility of both scales was very high. 
The two physicians who performed all interviews 
saw 14 patients together a total of 27 times and 
evaluated them independently. The interviewer was 
chosen at random. The absolute rating scale was 
evaluated 27 times and the relative scale 13 times. 
Neither interviewer differed more than one point 
on the former scale and, when seeing the patient 
for the second time after two weeks, the direction 
and degree of change was, in every evaluation, the 
same. Both interviewers agreed 100% in the 13 
evaluations of the over-all relative rating scale. 

Duke Check List: The Duke check list,* devel- 
oped for patients with an educational level of 4 years 
or above and validated by researchers from Duke 
University, consists of 99 weighted items covering 
a variety of areas of nonpsychotic psychopathology 
and of 41 questions referring to physical symptoms. 

Clinical Questionnaire: The clinical question- 
naire consists of 45 questions covering several areas 
of psychopathology. These questions were set up to 
categorize symptomatology under the headings of 
anxiety, depression, obsessive-compulsive tenden- 
cies, phobia, irritability, and reported side-effects 
of the drugs used. This set of questions was devel- 
oped from a 34-point scale used by Meath and 
associates.'* Each question was rated on a four- 
point scale, the higher score indicating greater 
distress. 

To determine how accurate the ratings could be 
made, both physicians independently evaluated 14 
patients a total of 27 times during the course of this 
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study. They differed in only 1.6 out of a total of 45 
questions and never differed by more than one 
point. This high degree of reliability was thought 
to allow subsequent rating by one physician only. 

It should be stressed that the reliability estab- 
lished for repeated testing does not tell us whether 
the questionnaire as a whole is a reliable instrument 
in measuring a great variety of neurotic symptoms; 
it only tells us that the data found by two observers 
independently of each other were almost identical. 


TaBLE 1.—Medicament Received by Twenty-three Patients 
Who Dropped Out During Drug Evaluation Study 


Amobar- 


hital Mepro- Prochlor- 
Patient Group No. Sodium bamate perazine Placebo 
Initial “drop-outs” ..... 5 1 5 5 
Late “drop-outs” ...... 7 4 


General Procedure.—All patients were first seen 
by a technician who administered all tests that the 
patient was to fill out himself, collected the re- 
turned bottles, and gave all patients their new 
supply of medicaments for the next two-week 
period in coded bottles, together with an_infor- 
mation sheet. 

Each patient was told that we had a new drug 
that might benefit him, that at the end of the trial 
he would be supplied with the medicine that had 
helped him most, and that the name of the drug 
would be made available to him and to his private 
physician. 

Each patient was then seen by either of two 
physicians, (K. R. or T. W. C.), one a psychiatrist 
and the other an internist. The patient was asked 
all 45 questions of the questionnaire by the physi- 
cian, each question being pursued, if necessary, to 
clarify a response. Questions usually arose only in 
regard to degree of symptom, and it was mutually 
decided to inquire into degree of severity by ask- 
ing: “Is this . . . . symptom present just a little 
bit, quite a bit, or all the time?” To keep the 


TasLe 2.—Patient Groups and Mean Test Score of 
Fifty-one Patients Before Therapy with Drugs 


Absolute Over-all Clinieal 


Rating-Seale Questionnaire 
0-8) Score 
No. Patient Group Mean Range Mean Range 
2 Study completed ......... 4.5 3.0-7.5 37 10-66 
16s Initial “drop-out™ ........ 4.2 1.5-7.5 28 11-64 
7 Late “drop-out” ......... 5.7 4$.5-6.5 49 36-59 


therapeutic relationship between patient and doc- 
tor to a minimum, most patients were seen by both 
physicians during the course of the study. 


Results 


Evaluation of Patient Participation.—Of 51 pa- 
tients who participated in this evaluation, 28 com- 
pleted the study by taking all four drugs in random 
order, and 16 failed to return after their first visit. 
Of seven patients who dropped out in the later 
stages of the study, one dropped out after four, 
three after three, and three after two visits. All of 
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these seven patients expressed dissatisfaction with 
the help they had received. Table 1 relates failure 
to complete the experiment to type of medicament 
administered. 

The initial over-all rating (by both patient and 
physician) and the questionnaire scores for the 
three different groups of patients before administra- 
tion of the drugs are presented in table 2. The 
scores obtained before administration of the drugs 
from the group of patients who completed the study 
as well as those of the group who dropped out early 
differ significantly from the scores of the group who 
dropned out late (p=0.02, Whitney U test, two- 
tailed). 

The data in table 2 seem to indicate that patients 
who completed the study and patients who dropped 
out early suffered from mild to moderately intense 
symptoms, while the patients who dropped out late, 
as a group, suffered from more severe symptoms, as 
indicated by the mean score. They dropped out 
only after having lost hope for improvement and 
having expressed this to the doctor. 

Patients’ Preferred Choice.—An analysis of our 
patients’ drug preference indicated that they pre- 
ferred meprobamate (table 3). This preference was 


TaBLe 3.—Preferred Drug Choice of Twenty-eight Patients 


Patient's Choice Unused 
——, Medicament, 
Drugs Ist 2nd* % of Total Drug 
Meprobamate 7 16 12 
Prochlorperazine 7 10 16 
Amobarbital sodium ............. 3 7 18 


Four patients made no second choice. 


elicited by asking all patients, after conclusion of 
the study and before breaking the double-blind 
design, “Which batch of medicine do you think 
helped you most?” They were asked to indicate 
first and second choice. 

Over-all Improvement During Eight-Week Study 
Period._Improvement of patients over the whole 
study period, irrespective of order of drug adminis- 
tration, was demonstrated by all test measures. This 
trend was also confirmed by our inspection of the 
Taylor and Saslow scales. Neither scale was ana- 
lyzed statistically, however, since they were filled 
out by only 19 patients. 

The degree of initial symptoms in our patient 
group did not influence the rate of individual im- 
provement. This is demonstrated in table 4, which 
shows that patients with a high initial symptom 
score improved in roughly the same proportion as 
patients with a low initial symptom score, irrespec- 
tive of order of drug administration. 


Analyses of Drug Effects 


Over-all Analysis of Clinical Questionnaires.—All 
four treatment conditions (amobarbital sodium, 
meprobamate, prochlorperazine, and __ placebo) 
brought about significant changes beyond the 5% 
level of confidence, as demonstrated by an analysis 
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of the variance by means of total scores of the 
questionnaire and by testing the over-all effect of 
the four treatment conditions (above the order of 
drug administration and beyond the influence of 
time sequence). This over-all analysis permitted 
specific, detailed analysis, comparing each drug 
with every other for over-all as well as differential 
effects. Inspection of the data showed that, while 
the improvement rates of the three active drugs 
were divided among the four treatment periods, 
most of the improvement from treatment with 
placebo took place in patients receiving placebo 
as their first medicament. 

Evaluation of Each Two-Week Period.—Since the 
analysis of variance showed that all four drugs 
improved the patients’ condition significantly, it 
seemed of interest to graph the over-all drug effects 
against the four two-week periods. 

If one plots the difference in scores of the total 
clinical questionnaire before and after drug evalu- 
ation, irrespective of which drug has been given 
before, one sees that all four drugs caused sig- 
nificant improvement during the first two weeks of 
study. During the following six weeks, however, 
the mean scores of the patients receiving placebo 


TaBLe 4.—Total Questionnaire Rating of Symptoms 
Versus Improvement 
Before Study After Study Change, % 


High symptom seore ........... 4.7 
Low symptom score ............ 11 


Patient Group 


became negative while those of the patients given 
the three active drugs staved positive (see figure). 

Results of Absolute and Relative Over-all Rating 
Scales.—Four statistical comparisons were made; 
thev are as follows: 

Drug Effect Compared with Condition Prior to 
Treatment with Drug: Both rating scales correlated 
highly with each other. The physician in general 
showed a tendency to rate improvement on both 
tests somewhat more conservatively than the pa- 
tient did. In several instances a physician was un- 
able to evaluate the patient on the relative scale, 
because not he but the other physician had seen 
the patient two weeks before. 

The T-test for correlated data showed that ad- 
ministration of all three active drugs, on both 
absolute and relative tests. resulted in significantly 
greater improvement than lack of treatment, while 
administration of placebo did not produce signifi- 
cant change. The p values (one-tailed T-test) for 
the results appearing in the relative scale filled 
out by the patients are as follows: meprobamate, 
p=0.001; prochlorperazine, p=—0.001; amobarbital 
sodium, p=—0.02; and placebo, p=-0.5. Application 
of the nonparametric sign test to both scales showed 
significant improvement under amobarbital (p= 
0.05), prochlorperazine (p—0.005), and meprobamate 
(p—0.001). It has to be realized that the sign test 
measures only direction, not degree of change. 
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Drug Effect Versus Placebo Effect: Evaluation 
of drug versus placebo effect is shown in table 5, 
which presents a comparison of the efficacy of each 
of the three active agents with that of placebo 
(T-test for correlated data) on the basis of the data 
from the “over-all relative scale” which had been 


probamate Amobarbital sodium 
@® Prochlorperazine Placebo 


Mean difference scores for four medicaments during four 
two-week periods (clinical questionnaire). 


filled out by the patient himself. Patient and phy- 
sician on the “relative over-all scale” showed al- 
most 100% agreement. This can be explained by 
the fact that the physician’s rating relied heavily 
on the patient’s own statement about his improve- 
ment or lack of improvement. No significant differ- 
ence in the efficacy of the three active drugs was 
found in either test. 

Result of Clinical Questionnaire: In our evalua- 
tion of the clinical questionnaire, we have utilized 
difference scores (e. g., the score after intake of 
drug A is equivalent to the score before intake of 
drug B). We feel that such an evaluation will give 
more reliable results than the use of total scores,” 
even if the “difference scores” might tend to deflate 
the value of a given drug. By making use of 
difference scores, we expect to show that use of 
agents which are not as good as the ones previously 
received brings no improvement or a change toward 
the worse. 

Over-all Drug Effects Versus Placebo Effects: 
Table 6 gives the over-all efficacy of amobarbital 
sodium, meprobamate, and prochlorperazine in the 
treatment of our patients above the level of that 


TABLE 5.—Over-all Improvement (Relative Scale) 
in Twenty-eight Patients 


T-Tests Sign ‘Tests 
Medicaments (One-Tailed) (One-Tailed) 
Amobarbital sodium vs. placebo ....... p=0.1 —=0.2 
Meprobamate vs. placebo p=—0.01 p=—0.01 
Prochlorperazine vs. placebo ........... p=—0.05 p—0.02 


produced by placebo, as measured by symptom 
scores of the clinical questionnaire. 

Symptom Cluster and Item Analysis: In table 7 
the three active drugs are compared with placebo 
by the same method as used above. An item of the 
45-symptom clinical questionnaire was assigned to 
anyone of the five clusters of table 7, provided five 
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of six psychiatrists who were not related to the 
study agreed in placing the item in one of these 
five categories. Actually, a sixth category, “obses- 
sive-compulsive tendencies and phobia,” was used, 
but none of the four drugs was found to have any 
influence whatever on this cluster. 


TABLE 6.—Improvement (Difference Scores of Clinical 
Questionnaire) in Twenty-eight Patients 


p Values, 
Drugs One-Tailed T-Test 
Meprobamate vs. plaeebo 0.05 


Table 7 shows that meprobamate was most effec- 
tive in treatment of depression and irritability symp- 
toms, was not effective at all in treatment of the 
gastrointestinal symptoms, and compared favorably 
with the other active drugs in treatment of symp- 
toms of anxiety. Our finding that meprobamate sig- 
nificantly influences symptoms of irritability and 
depression confirms former clinical reports.'° Our 
patients, however, were not primarily depressed 
patients but suffered, as many anxious patients do, 
from certain depressive symptoms. Prochlorpera- 
zine was most effective in treatment of gastrointes- 
tinal symptoms. 

The number of our patients who suffered pre- 
dominantly from gastrointestinal symptoms was not 
large; hence, it is felt that even a p-value of 0.1 in 
this case seems to represent a higher level of con- 
fidence than it usually does. Amobarbital sodium 
was not at all effective in treatment of gastrointes- 
tinal symptoms but was effective in the treatment 
of the other three conditions rather evenly, even if 
not significantly. Our results confirm impressions of 
other authors, as well as the clinical experience of 
two of us (J. H. E. and K. R.), who noted improve- 
ment in ulcerative colitis and irritability of the 
colon after treatment with prochlorperazine. 

More patients suffered from somatic side- 
reactions, mainly sleepiness during the day, when 
given amobarbital sodium than when_ treated 
with any of the other drugs. Prochlorperazine, in 
the dosage used, produced the fewest side-reactions, 
while patients given placebo often complained 
about side-reactions, mostly sleepiness. 

Further inspection and evaluation of the ques- 
tionnaire showed that certain single items seemed 
to be influenced differentially by some drugs, above 
the level of the differential cluster effects. Of these 
items insomnia, excessive sleepiness, and headache 
were examined further. The efficacy of each of the 
three active drugs was compared with that of the 
placebo. The results showed that some persons 
with headache benefited from therapy with pro- 
chlorperazine, others from meprobamate, and a few 
from amobarbital sodium. There was no significant 
difference between the effects of all three drugs, 
but it seems that prochlorperazine is more effective 
in treatment of the migraine or cerebral type of 
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headache, while meprobamate is more effective in 
tension headaches. Further studies would have to 
confirm this finding. Insomnia was improved almost 
solely and consistently by therapy with mepro- 
bamate (p=0.005, T-test; p=0.01 sign test). This 
confirms other clinical reports.’* Administration of 
amobarbital sodium and prochlorperazine had no 
significant effect on this item. 

Analysis of the item “excessive sleepiness during 
the day” revealed no significant difference between 
the three active drugs and placebo. Administration 
of amobarbital sodium produced more drowsiness 
than meprobamate but was far less effective in 
alleviating insomnia. This finding is in contrast 
with results reported by others '* who used even 
higher dosages of amobarbital sodium (100 mg. 
three times a day) than we did, without reporting 
side-reactions. Since these authors reported only 
over-all change we are not able to say what partic- 
ular symptom change, if any, brought about de- 
crease of the patient's anxiety. The “sleepiness” 
score for prochlorperazine was lower than for 
placebo, while it was higher for amobarbital so- 
dium and meprobamate, that for amobarbital so- 
dium being higher than that for meprobamate. 

It was of interest to note that almost invariably 
patients with insomnia who improved when given 
meprobamate did not complain about excessive 
sleepiness during the day, while patients whose in- 
somnia was not influenced by meprobamate did 
complain. In other words, there seems to exist an 
inverse relationship between improvement of sleep 
and the side-reaction “excessive sleepiness during the 
day.” Seventy-five per cent of our patients suffered 
from varying degrees of constipation. All four ex- 
perimental conditions influenced this symptom ran- 
domly and significantly. 

Analysis of Duke Check List.—Since only 12 of 
the 28 patients who completed the study were able 


TABLE 7.—Results of Cluster and Item Analysis (Clinical 
Questionnaire) in Twenty-eight Patients® 


Gastro- 
intestinal 
Anxiety, Depression, Irritability, Symptoms, 
Drugs Questions Questions Questions Questions 
Amobarbital 
sodium vs. 
placebo poo p02 
Meprobamate vs. 
p=0.1 p0.olt proolt 
Prochlorperazine 
vs. placebo ..... pou? poo pool 
*No significant differences in somatic side-reactions were Observed. 
tSienificant at 1% level of confidence. 
tSignificant at 10%) level of confidence. 


to fill out the Duke check list properly, this test was 
not submitted to statistical analysis. However, an 
inspection of the data obtained from the Duke 
check list showed that the direction of change 
corresponded highly with the direction and degree 
of change demonstrated by other test measures. 
This suggests that the Duke check list is a good 
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instrument for measuring change if the patients 
are (1) able to answer the questions and (2) suffi- 
ciently motivated to complete it properly. 


Comment 


Questionnaires, over-all ratings of clinical im- 
pressions, and the patient's own daily evaluation 
are some of the methods used in studies of out- 
patients, but rarely has an effort been made to 
compare different methods of evaluation with each 
other, or to break down questionnaires into various 
symptom clusters. Our study, however, is focused 
on cluster and item analysis, as well as on a com- 
parison of results achieved with different methods 
of evaluation. 

By means of a questionnaire, divided into sub- 
scales, we attempted to record and categorize the 
distress of individual patients along traditional lines 
of clinical symptomatology. We want to make it 
explicit, however, that our subscales do not by anv 
means represent a selection of questions designed 
to test the effect of several drugs on such diagnostic 
groups as anxiety states and depression; rather, they 
represent symptom complexes which are most often 
found in anxious, neurotic patients. 

When setting up this study we did not weed out 
placebo reactors, although we were aware that 
inclusion in a study of a great number of these mav 
dilute drug effects and devaluate the studv itself. 
We found, as mentioned under “results,” that the 
placebo effect was most marked after the initial 
contact with the physician in the first two-week 
period. As the study continued, and as patients 
became aware of the efficacy of some of the more 
active drugs, the inert placebo became less effec- 
tive. Other factors probably plaved a role, but one 
important factor stood out, namelv, that the initial 
contact with the physician produced significant 
changes in the patient's feeling of well-being, no 
matter what kind of drug was given to him. Thus, 
our study confirmed that the placebo effect, which 
includes such variables as external environmental 
changes, the patient-doctor relationship, and others, 
and not the mere “giving of medicaments,” is quite 
marked in neurotic patients. Often patients pre- 
sented tainted reports during the first several weeks, 
overemphasizing improvement. As time went on, 
these effects wore off. Because of the particular 
design we used, we cannot omit the first two weeks 
from statistical evaluation, and therefore must bear 
in mind that all three active drugs were probably 
more effective than our data show. 

Concerning some of the differential effects pro- 
duced by therapy with meprobamate and _pro- 
chlorperazine, we feel that the beneficial effect of 
meprobamate on insomnia cannot be attributed 
primarily to a sedative effect alone, since hardly any 
clinical sedation occurred. One might speculate 
that the muscle-relaxing property of meprobamate 
may be responsible for the favorable response. By 
relaxing tense muscles, meprobamate frees tied-up 
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energy, diminishes proprioceptive stimuli, and al- 
lows natural sleep. This theory is supported not 
only by pharmacological studies and the statements 
of patients that they hardly ever experienced hang- 
over after taking meprobamate but also by the fact 
that best results usually are achieved when patients 
take meprobamate regularly during the day, and 
not just at night. Relief of insomnia without heavy 
sedation has an important bearing on the outcome 
of drug treatment in many patients. Neurotic pa- 
tients, particularly those with an obsessive-compul- 
sive character make-up, are often frightened by the 
hypnotic effect of a drug and fear they might lose 
control over themselves. Apparently the alleviation 
of insomnia quite often breaks a vicious cycle and 
allows the patient to integrate his ego functions 
better. If this process is accompanied by further 
reduction of proprioceptive (muscle) stimuli, as 
well as by some direct effect on the diencephalon, 
efficacy of the drug increases. 

Other interesting differential drug effects are that 
of meprobamate on irritability and that of pro- 
chlorperazine on gastrointestinal symptoms caused 
by anxiety. Inspection of the data “patient’s first 
choice” shows that the 17 patients favoring mepro- 
bamate showed most improvement in the cluster 
scores for insomnia, depression, irritability, and 
anxiety, while the 7 patients favoring prochlorpera- 
zine showed most improvement in the gastrointesti- 
nal and anxiety scores. The differential effect of 
prochlorperazine on the gastrointestinal scores is 
quite obvious. While meprobamate influenced a 
patient's response on the gastrointestinal score ran- 
domly and only mildly, prochlorperazine improved 
the gastrointestinal scores of six out of seven pa- 
tients. Amobarbital sodium was favored by only 
three patients, and no consistent pattern of relief 
of symptoms could be seen. 

Our data further show that (1) a patient’s own 
choice, (2) results of cluster and item analysis, 
(3) number of returned capsules, (4) pattern of 
“drop-outs,” and (5) over-all analysis, as measured 
by the relative and absolute rating scale, correlate 
quite highly. They all point in the same direction, 
and all place the drugs in the same order of effi- 
cacy, that is, meprobamate, prochlorperazine, amo- 
barbital sodium, and placebo. 

The change in total scores of the clinical ques- 
tionnaire did not necessarily correspond to the 
change in over-all rating. In fact, often a patient 
showed no change or only little change in the total 
questionnaire score but still felt, and often was 
judged so by the examiner, much improved. A few 
times it also happened that a patient, despite the 
improvement scored in the questionnaire, did not 
feel better. Possible explanations for this may be 
that patients having a number of neurotic signs 
and symptoms usually are concerned primarily with 
only one or a few symptoms, i. e., gastrointestinal 
symptoms, heart palpitations, insomnia, and others. 
If such a patient finds relief from his “chief com- 


19 
V. 


59 


Vol. 171, No. 12 


plaints,” he will feel much better and may function 
more effectively despite the fact that he still suffers 
from many other neurotic symptoms and signs. On 
the other hand, a patient who has lost most of his 
symptoms but whose chief complaint persists will 
report no change in status. 

A study of the histories of the two groups of 
participants in the study who dropped out leads to 
the impression that those who drop out early in 
treatment are persons whose symptoms are ego- 
syntonic, with the result not only that their illness 
represents an established way of life but that their 
symptoms may provide a large measure of second- 
ary gain. One might speculate that those subjects 
who drop out only after a prolonged period of 
treatment might profit from psychotherapy, be- 
cause they do not have the same degree of patho- 
logical motivation by secondary gain. 

Another point of interest was the investigator's 
reaction to the patient, particularly whether his 
feelings tended to influence results. Both physicians 
noticed that they had to restrain themselves from 
rating a patient as more anxious than he actually 
was during the first visit and less anxious than he 
actually was during later visits. Both physicians 
tried to grade objectively, but it is possible that, 
especially in subsequent visits during the course of 
the study, they might have tended to give a lower 
score if any doubt as to degree of severity of 
svmptoms was present. 

Transference feelings too must have plaved a 
role. Both physicians saw some patients whom they 
liked, some about whom they felt indifferent, and 
others who irritated them. Both physicians liked or 
felt irritated instantly by certain patients, while 
their liking or irritation for other patients devel- 
oped gradually as an interplay between patient and 
doctor. However, none of these three feelings ex- 
perienced by the physician greatly influenced the 
patient’s improvement. Both physicians’ feelings 
toward a given patient correlated quite highly. We 
could not confirm the findings of Uhlenhuth and 
associates ‘© that two physicians achieved quite 
different therapeutic results with the same drugs in 
the same experimental setting. In our study we 
found that the percentage of patients improving 
under a given drug condition was roughly the same 
for both physicians. 


Summary 


Fifty-one patients participated in a double-blind 
evaluation of the efficacy of amobarbital sodium, 
meprobamate (Miltown or Equanil), prochlorpera- 
zine (Compazine), and placebo in treatment of 
neurotic symptoms. They represented a heterogene- 
ous group of medical outpatients suffering from 
a variety of neurotic signs and symptoms. Twenty- 
eight patients concluded the study by taking all 
four medicaments in random order. Each drug was 
given for two weeks four times per day, in the 
following doses: amobarbital sodium, 30 mg.; 
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meprobamate, 400 mg.; prochlorperazine, 5 mg.; 
and placebo. All medicaments were administered in 
identical and coded capsules. 

The following methods of evaluation were used: 
relative and absolute over-all improvement scales, 
filled out by both the patient and the physician 
separately; Duke check list, filled out by the pa- 
tient; clinical questionnaire with 45 questions, each 
question graded on a four-point scale, filled out by 
the physician; and Taylor manifest anxiety scale 
and Saslow screening inventory administered twice, 
once at the beginning and once at the end of the 
study. 

Our main findings were as follows: 1. Over-all 
analysis of variance, with use of total scores of the 
clinical questionnaire, indicates that all three active 
drugs and also the placebo influenced patients 
significantly, irrespective of order and sequence of 
drug administration. All other tests, however, when 
compared to the period prior to therapy, showed 
no significant change with use of placebo, while all 
of them showed significant change with use of 
meprobamate and prochlorperazine and most. of 
them also with use of amobarbital sodium. 2. Ther- 
apy with meprobamate always produced the more 
marked change toward improvement and most 
often showed a significant difference between drug 
and placebo; prochlorperazine and amobarbital 
sodium produced less over-all change. 3. Analysis 
of several subcategories and items of the question- 
naire showed that the effect of meprobamate was 
significantly better than that of placebo in the case 
of the irritability (p—0.01), depression (p=0.01), 
and insomnia (p—0.005) clusters. Statistically, the 
efficacy of prochlorperazine in the gastrointestinal 
score was barely significantly (p=0.1) better than 
that of placebo. However, more weight should be 
added to this finding, since only a small number of 
our patients had gastrointestinal symptoms. Amo- 
barbital sodium showed no differential effect in any 
one of these clusters or items. 4. A patient's preferred 
choice of a drug, as well as his own evaluation of 
the degree of improvement he experienced, did not 
always correspond with total questionnaire scores. 
His judgment was influenced greatly by disappear- 
ance or recurrence of “main symptoms.” 

The authors wish to express their gratitude to Charles 
Smock, Ph.D., and Robert Downing, Ph.D., for statistical 
assistance and to Smith, Kline & French Laboratories, Phila- 
delphia, and Wallace Laboratories, New Brunswick, N. J., 
for supplying medicaments and financial assistance. 

3600 Spruce St. (4) (Dr. Rickels ). 
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GENERAL PRINCIPLES IN TREATMENT OF 
INJURIES TO ATHLETES 


Don H. O'Donoghue, M.D., Oklahoma City 


The joint session to consider the treatment of 
injuries to athletes is an indication of the tremen- 
dous interest in this subject which has mushroomed 
in the past few years among the physicians of the 
United States. A few years ago a discussion of in- 
juries to athletes at a national meeting was a 
rarity. In the last few years there has burgeoned a 
wealth of sessions taking up various aspects of 
this subject. Our own American Medical Associa- 
tion had a special program on this subject at the 
San Francisco meeting a year ago. The American 
Academy of Orthopaedic Surgeons presented a 
panel on athletic injuries at their annual meeting 
this year and expect to continue this program in 
1960. The number of meetings held on a local level 
is legion. State society meetings and postgraduate 
courses on this subject are available all over the 
country. (In Oklahoma there is a joint effort on 
the part of the state chapter of the American Col- 
lege of Surgeons and the Oklahoma State Medical 
Society designed to improve the treatment received 
by athletes at a high-school level.) This enthusiasm 
is shared by trainers, coaches, physicians, and spe- 
cialists alike and is resulting in a vast improvement 
in the management of injuries to our youth. 


Read in the Symposium on . Athletic Injuries before the Joint Meeting 
of the Section on General Practice, the Section on 
the American Medical Association, Atlantic City, June 12, 1959. 


Experience has led to the conviction that 
a physician called on to treat an injured 
athlete should respect the patient's desire 
for early return to a competitive status. The 
physician’s examination should be thorough, 
and treatment from the beginning must aim 
at the complete rehabilitation of the athlete. 


Value of an Athletic Program 


Organized athletics has been gradually extended 
to involve a greater segment of the youth of our 
country. In many are:s not only the junior high but 
the grade schools participate in competitive sports. 
Whether or not one agrees this is good, it must be 
recognized as a fait accompli which cannot be 
ignored. There is no present trend toward less 
athletics; rather, the trend is toward a more in- 
clusive program. Since one of the major criticisms 
levied at athletic programs has been the limitation 
in the number of participants, many of the athletic 
programs are making deliberate efforts to include 
greater numbers, so that in many schools all of the 
students participate in one way or another. In the 
United States the various types of organized ath- 
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letics, many of them competitive, must serve the 
whole function of physical education, whereas in 
other countries there are health clubs, hiking clubs, 
and ski societies. (This latter type of organization 
has not been accepted in the United States. Our 
citizens are a keenly competitive group, and exer- 
cise for exercise’s sake, calisthenic drills, and regi- 
mentation into marching clubs have not been pop- 
ular here—one reason being that in other countries 
these various groups have been used as spring- 
boards for political indoctrination, not always of a 
desirable type. Our young people have an almost 
paranoid distaste of anything that smacks of regi- 
mentation.) Our effort, therefore, must be not to 
decry athletics and demand less participation but, 
on the contrary, to demand greater participation 
and then see to it that the whole background of 
organized athletics is improved. 

Competitive athletics has a great appeal to most 
Americans. However, the major interest has been 
directed away from those factors which make ath- 
letics most valuable. The public is more inclined to 
watch the score or cheer the outstanding player than 
to direct its attention toward those facets of the 
program which are calculated to return the most 
good to the greatest number. Comparatively little 
attention has been paid to either the conditioning 
of the athlete or the prevention of his injury. An 
outburst of righteous indignation may follow the 
untimely death of a budding prep-school player. 
The sports pages eagerly play up injury to the star. 
A personal experience by its author will often trig- 
ger a lay magazine article on the importance of 
proper equipment and on the value of physical 
conditioning as factors in the prevention of injury. 
In the final analysis, however, the public and, I 
fear, the majority of the medical profession, has 
little information on the actual processes of training 
and little knowledge of the actual mechanics of 
injury. One may presume that such a group as this 
audience has both a major interest in and informa- 
mation about these subjects. However, we have 
much to learn from our colleagues in the training 
room, with regard to conditioning and equipment. 


Benefits of Athletics 


Why is it important for young men to participate 
in athletics? There are many quaking parents who 
feel, at times, that the solution to the problem of 
athletic injury is to abolish competitive athletics, 
particularly contact sports. Therefore, it is up to us 
to demonstrate the true tangible values of athletic 
competition, in order to justify participation in an 
activity which does carry an element of risk. Are 
there true tangible benefits to be derived from 
athletics? Some of the benefits of athletics are 
obvious. No one seriously doubts that the athlete 
develops a stronger, healthier body. Most of the 
myths of catastrophic sequelae from strenuous ath- 
letic activity have been dispelled. I think most of 
us agree that participation in competitive athletics 
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has a salutary effect on the character of the par- 
ticipant. This is particularly true if the programs 
are so managed that too much emphasis is not 
placed on winning and more emphasis is placed 
on the vital ability of the athlete to value his own 
and respect his opponent’s capabilities. The player 
learns the value of team participation, that he must 
sacrifice immediate gain to the final end, and that 
desire is one of the most important factors in 
success. There are material benefits, also, in our 
present educational system. Many a young man 
goes to school on his athletic ability. Who is to say 
that the athletic scholarship is not as worthwhile 
as the scholarship for merit in other fields? In mst 
of the better schools the scholarship athlete main- 
tains a scholastic average higher than the average 
of his school. 

So much for the benefit of athletics for the stu- 
dent in school. What about after graduation? There 
is an increasing tendency for the athlete to stay in 
a related field after graduation. Conditioning of 
our youth depends on the organized type of athletic 
training which they get in the elementary and sec- 
ondary schools and through such organizations as 
the YMCA and the Boy Scouts. Without the trained 
athlete these programs would be hard put to pro- 
vide capable leaders. We need these people. In- 
deed, we will find that much of the education of 
our youth is in the hands of the former college 
athlete. 

Why, then, is there such bitter opposition to 
organized competitive athletics as such? Because 
of one principal thing, namely, physical injuries. 
This is almost the only real objection to the athletic 
program. Our youngsters do on occasion get seri- 
ously and even fatally injured. It must then be the 
duty of the medical profession to do everything in 
its power to minimize the things which interfere 
with the goals of the athletic program. 


Role of the Physician 


What can we do to prevent injury, to minimize 
temporary disability, and to prevent permanent 
disability? Much has been accomplished toward 
these ends. A few years ago the trainer in the 
average scholastic institution was a fugitive from 
the supply room, having promoted himself into the 
“wrapping and taping club” largely by osmosis. He 
had no real knowledge of injuries. Too often im- 
mediate playing was the major consideration rather 
than the final goal of complete recovery of the 
patient. During this era the doctor was a neces- 
sary evil. The player felt that once he reached the 
doctor his days as an athlete were over. In too 
many instances this feeling was justified, for two 
reasons. First, since the doctor was the last resort, 
he did not see the player at the time he could do 
the most good. Second, to the doctor the fact that 
the player was an athlete or should be able to 
remain one was not of immediate concern. Many 
times the first recommendation the doctor made 
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was, “Give up football.” This tended to confirm the 
conviction of the player, the coach, and the public 
that the objectives of the athlete and the physician 
were incompatible. 

In our major institutions this is no longer true. 
In the well-run athletic program of today, the coach, 
trainer, team physician, and specialist all combine 
in one effective unit, designed to bring the player 
to top condition and to keep him there. In fact, 
more emphasis is placed and actually more time is 
spent on preparing a player to participate and on 
preventing his injury than is spent on treatment. 
The time when the player, coach, trainer, and physi- 
cian are all working at cross purposes is rapidly 
becoming a thing of the past in our better institu- 
tions. Athletic injuries are much less frequent than 
in the past. Injuries are less severe. The period of 
disability is shorter. The degree of recovery is more 
complete. Many factors have combined to cause 
this vast improvement in the one area where it 


must be conceded that athletics may have a bad 
effect 


So, once again, the physician must become not 
only the doer but also the teacher. The orthopedist 
must prepare himself to handle injuries and he 
must pass this information on to the team physi- 
cian, who is in the final analysis the major com- 
ponent in the management of the athlete. There 
is one overriding difference in the management of 
injuries to athletes from that of any others; that is, 
that the patient must completely recover from his 
injury or he is no longer an athlete. True, this 
should apply to any injury the doctor sees; but 
nowhere is it dramatized so constantly as in the 
care of the athlete. While prevention of injury is 
important, the major emphasis must be placed on 
treatment. 

The most important consideration in the treat- 
ment of athletic injury is early detection, not only 
of the nature of the injury but of its degree. The 
optimum time to examine an athlete for injury 
is as soon as possible after he is hurt. It may be 
impossible to examine the patient or to make a 
complete diagnosis at this time, but if it is pos- 
sible precious time has been saved. Frequently 
the initial examination is by the coach, trainer, or 
physician on the field. Whoever this is, he must 
make as careful an evaluation of this player’s con- 
dition as he is capable of doing and must pass this 
information on to each succeeding link in the 
chain of therapy. The doctor must conscientiously 
and objectively examine the player. This is no 
place for wishful thinking. The player is eager to 
continue and should not be deprived unnecessarily 
of this privilege. However, if continued compe- 
tition will add to the hazard of his injury, he 
should not be permitted to compete. It is always 
better to err on the side of conservatism. 

After the injury forces the player to the side- 
lines, what then? The prevalent habit of packing 
the injured part in ice and delaying examination 
until a convenient time the next day or so is to 
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be deplored. Your examination as a_ physician 
should be done at the earliest possible moment, 
even at inconvenience to yourself, the coach, or 
the player. The part should be undressed, all tap- 
ing or strapping removed, and a real examination 
done. Frequently, the diagnosis, which will be easy 


if done early, becomes exceedingly difficult later, 


since pain increases apprehension and _ swelling, 
edema, and hemorrhage interfere with an accurate 
evaluation of the injury. 

Once treatment is decided on, the physician 
should proceed to carry it out with confidence. If 
it is something the team physician should treat, 
he should be encouraged to do so. If the specialist’s 
attention is required, the specialist himself should 
not hesitate to say so. The physician should be 
encouraged to seek the specialist's advice early, 
and this can be done only if rapport with the 
orthopedist is such that there is fullest coopera- 
tion between player, referring physician, and spe- 
cialist. I have found the following concepts of 
treatment to be of great value. 


Concepts of Treatment 


1. Recognize the value of competitive athletics. 
The physician must believe that to this particular 
patient it is vital that he be restored to competitive 
athletics. If he fails in this, the patient-doctor 
confidence becomes lost. The doctor who depre- 
cates the player’s ambition should not be treating 
him 


2. Avoid expediency. Outside influence must not 
be permitted to outweigh sound medical judgment. 
Many factors will tend to influence the doctor's 
decision. All concerned are extremely unwilling to 
believe that the player is really hurt. The boy’s 
desire to compete, his fear of failing his team- 
mates, the parents’ desire to see their son excel, 
the coach’s hope that the player is not really hurt, 
all must be ignored if the proper conclusion is to 
be reached. Procrastination, vacillation, or so-called 
conservative attitudes must not prevail. Temporary 
convenience must be abandoned for the ultimate 
goal. 

3. Adopt the best method of treatment. Medical 
evaluation of the nature and extent of injury must 
be the controlling factor in deciding what treat- 
ment to employ. A temporizing attitude will not 
accomplish the best results. If you really believe 
that one method is distinctly better than another 
you should carry it out. This must be an entirely 
objective decision. How often do we hear, “Well, 
perhaps this knee would be better operated on, 
but I put it in a cast”; or “We really should have 
put the boy on crutches but. . . .” 

4. The treatment must be prompt. A definitive 
decision about the proper method of treatment 
must be made at the earliest possible moment and 
then carried out. 

5. Recovery must be complete. While this may 
not always be possible in any given case, 100% 
rehabilitation must be the goal. The athlete is 


195 
V. 


Vol. 171, No. 12 


basically in good condition and can well tolerate 
any reasonable measure if it serves to increase 
his chances for a complete recovery. 

Will such a program be accepted? Yes, but not 
without some time and effort on the part of the 
doctor. He must be able to show conclusively that 
the program is better, not for himself, but better 
for the school, the coach, and especially the player. 
This may require some educational effort. It will 
require time. The doctor himself must be prepared 
to cooperate fully, with interest and ability. As 
the doctor’s program is improved, those most con- 
cerned will note the results. They will observe that 
the sprained ankle responds to treatment and that 
a short complete lay-off is followed by normal 
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ability, as opposed to an ineffectual season. The 
coach will observe that prompt treatment restores 
the player more rapidly, permits more actual play- 
ing in the long run, and so is better for all. The 
player will not fear the doctor who has a sympa- 
thetic and understanding attitude. He notes that 
his buddy gets well. He also expects to get well 
and will accept the physician’s recommendation 
for treatment. He may fear some specific part of 
the treatment, such as the insertion of a needle 
into a joint, but not to the extent of failing to 
return or refusing the treatment, provided he be- 
lieves that you believe in restoring him to his 
normal ability. 


1111 N. Lee St. 


BASEBALL SHOULDER 
Rex L. Diveley, M.D. 


and 
Paul W. Meyer, M.D., Kansas City, Mo. 


Bennett ' in 1947 called attention to the fact that 
extreme overexertion of throwing a baseball could 
and often did cause certain pathological changes in 
the shoulder or elbow, or both, in professional base- 
ball players. This condition is most often noted in 
the throwing arm of the pitcher, since he makes a 
continual super-effort with the arm and shoulder in 
a forward extended position, and the forearm is 
twisted or rotated to produce a curve to the flight 
of the ball. 

Bennett noted the following common pathological 
lesions in pitchers and other baseball players: (1) 
a deposit on the posterior and inferior margin of 
the glenoid fossa of the scapula, on or about the 
origin of the triceps brachii muscle; (2) irritations 
about the external condyle of the humerus and 
osteophytes or loose bodies about the tip of the 
olecranon or external condyle of the humerus, or 
both; and (3) fraying of the supraspinatus tendon. 
The author noted that the second and third findings 
are not distinctive to baseball players but may be 
found in any patient with an ailing shoulder or 
elbow. 

The art of pitching brings into play an extreme 
extension action of the triceps brachii at the elbow, 
with a rotary action of the forearm and a flexion of 
the wrist. This continued super-effort causes an ir- 
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and the 


the American Medical Association, Atlantic City, June 12, 1959. 


Systematic observations, including routine 
roentgenograms of the shoulders and elbows, 
have been made on a number of pitchers 
through two seasons of baseball. Comparison 
of the right arm with the left was found 
essential. The characteristic roentgenographic 
features in cases of baseball shoulder were 
calcific deposits about the origin of the m. 
triceps brachii on the margin of the glenoid 
fossa of the scapula and osteophytes or 
loose bodies or other signs of irritation about 
the lateral epicondyle of the humerus and 
the olecranon process of the ulna. Other pos- 
sibilities suggested by physical examination 
are fraying of the supraspinatus tendon and 
partial rupture of the origin of the m. triceps 
brachii. Accumulating experience correlated 
with systematic studies should help to de- 
termine the prognosis when baseball shoulder 
develops in a player and should enhance the 
value of preemployment examinations in 
recognizing the arm that is likely to be dis- 
abled by the extreme stress of pitching. 


ritation or partial rupture, or both, of the origin of 
the triceps muscle on the infraglenoid tuberosity of 
the scapula. Again, this continued extension action 


, 
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of the triceps at its insertion on the olecranon of 
the ulna may cause an irritation of the periosteum 
at this point, or even a calcific deposit. In older 
patients, with chronic cases, there may be evidence 
of bone spurring or osteophyte formation on the 
olecranon. Also, the extreme and forced action of 
forearm rotation, in either pronation or supination, 
and forced flexion and extension of the wrist—the 
motion involved in throwing a curve ball—may and 
generally does cause an irritation of the internal 
or external condyle of the humerus, with a sub- 
sequent bursitis, later osteophyte formation, and 
even fragmentation at the origin of the forearm 
muscles on these prominences. 

In the case of the sore shoulder, the player com- 
plains of a general soreness in the shoulder joint 
which is aggravated by throwing and is relatively 
painless when the shoulder is immobilized or rested 
at the side in a sling. When the shoulder is ex- 
amined, a point of tenderness can be ascertained 
on deep palpation in the posterior aspect of the 
axilla. If the arm is forcibly extended at the elbow 
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Fig. 1.—Roentgenograms of top, normal shoulder, and 
bottom, shoulder with shadow of calcific deposit on inferior 
rim of scapular glenoid from same patient. 


by active motion, the pain is reproduced in the 
shoulder and is noted deep in the region of the 
axilla. 

An anterior-posterior roentgenogram taken with 
the arm in a midabducted position will bring into 
clear view the inferior margin of the glenoid of the 
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scapula. The opposite shoulder should be observed 
in the same position for comparison (fig. 1). The 
pathological changes found may vary from a slight 
periosteal] irritation on the inferior margin of the 
scapular glenoid to a large calcific deposit, and in 
older patients, with more chronic cases, definite 
spur formation or other osteophytic changes. 


Fig. 2.—Roentgenograms of left, normal elbow, and 
right, elbow with calcific deposit on tip of olecranon from 
same patient. 


If the point of tenderness is localized over the 
outer tip of the shoulder and along the course of the 
supraspinatus tendon, one should suspect a tear of 
this muscle, with a resulting calcific change in the 
muscle or tendon, or both; or one may suspect a 
subdeltoid bursitis in this region with or without 
calcific deposit in the bursal sac. Roentgenograms 
of the shoulder often reveal a calcific deposit over 
the outer tip of the joint. If the point of tenderness 
is noted on the anterior tip of the shoulder, roent- 
genograms of the shoulder, with the arm in external 
and internal rotation, should be taken. In external 
rotation the anterior bursal sac will be thrown into 
relief. 

In the patient with the sore or painful elbow the 
point of tenderness will be localized over the tip of 
the olecranon or over the internal or external con- 
dyle of the humerus. Roentgenograms should be 
made of the ailing joint in the anterior-posterior and 
lateral planes and of the opposite or normal elbow 
for comparison (fig. 2). One may find a periosteal 
irritation, osteophytic changes, or even fragmenta- 
tion at the insertion of the triceps into the olecra- 
non or on the internal or external condyle of the 
humerus, the latter being the points of origin of the 
forearm muscles which rotate the forearm and hand 
and flex the wrist, all of which actions are used in 
the throwing of a curve ball. Not all cases can be 
confirmed by roentgenography, but most will elicit 
a definite point of tenderness which should differ- 
entiate the diagnosis. 

In the player with a definite tender area in the 
posterior deep axilla, with or without a calcific 
shadow, a diagnosis of a partial rupture of the origin 
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of the triceps brachii can be made. These patients 
will generally respond to treatment, but in chronic 
cases this response may be greatly prolonged. After 
the tender area has been well localized 2 cc. of 
hydrocortisone (Hydrocortone) is injected in the 
area from behind the axilla. One should be careful 
to introduce the needle along the rim of the scapu- 
lar glenoid and avoid the area below the axilla 
where the great vessels and nerves are found. The 
arm is placed at complete rest in a sling and the in- 
jection repeated in five days. After two weeks, if the 
pain has subsided, motion in the shoulder may be 
started and increased in proportion to the lack of 
symptoms. 

In the case of localized tenderness on the outer 
or anterior tip of the shoulder, the area of point 
tenderness should be injected as described above 
and rest and motion carried out in a like manner. 
We have found that, when the tenderness has been 
localized with the needle point, a small amount of 
the solution should be injected into the area, then 
the needle point should be withdrawn slightly and 
the adjoining areas injected in turn; in other words, 
it is difficult to inject the exact point of tenderness, 
and the surrounding areas should be infiltrated. In 
most patients, even those with a calcific deposit, the 
pain and discomfort can be relieved and, in many 
cases, a large part of the calcium deposit may be 
dissolved or absorbed (fig. 3). 

In patients with lesions about the elbow, the 
areas of point tenderness should be injected with 1 
to 1.5 cc. of hydrocortisone over a period of two to 
three weeks, with partial rest to the joint. In the 
case of a ball player, the elbow should be complete- 
ly rested for two weeks. One-half to one cubic cen- 
timeter of procaine (Novocain) may be added to 
the hydrocortisone; this will, in a large measure, 
allay immediate reaction to the injection. It has 
been our experience that only in extreme cases 
should excision of the calcific sac, bony spurs, or 
fragments be advised. 

During the past two baseball seasons, we have 
taken routine roentgenograms of the shoulders and 
elbows of all pitchers on the Kansas City Athletics 
and, in several cases, have noted an irritation over 
the infraglenoid tuberosity, even before the onset of 
symptoms, which we feel is the forerunner of a 
definite pathological change. If careful treatment 
and observation are practiced in these early cases, 
we have found, many patients can be salvaged be- 
fore their shoulder injuries become chronic. It must 
be stated, however, that the conditions of two 
patients with a definite deposit in the infraglenoid 
rim, whose progress we have been following for two 
seasons, have gradually grown worse, and the 
pitchers have been sent to the minor leagues. 

The preemployment examination is most im- 
portant. If, by roentgenologic and physical exami- 
nation, a deposit, fragmentation, or joint tenderness 
is noted, our club is not encouraged to invest a great 
amount of money in the player's training, and the 
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condition is at least carefully observed, protected, 
and treated or the player's position changed. It is 
hoped that, with more experience in these routine 
examinations, we can establish criteria for the arm 
which is liable to break down under pitching stress 
and strain. 

These views and observations are given not only 
to confirm Bennett’s original thesis but also to call 
attention to this condition again so that we may all 
make a more thorough study of these pathological 
changes. We believe that with the advent of hydro- 


Fig. 3.—Roentgenograms of shoulder with calcific deposit 
of patient under treatment. Top, deposit was large, with 
round edges. Middle, four months later deposit had 
smaller, spur-like shadow. Bottom, nine months later patient 
was asymptomatic. 


cortisone and its derivatives, a treatment has been 
found for these pathological conditions of painful 
shoulders and elbows, with which we may be able 
to salvage a great number of these athletes for 
further profitable service. 


4312 J. C. Nichols Pkwy. (11) (Dr. Diveley). 
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REHABILITATION OF KNEE MENISCUS INJURY WITH 
ASSOCIATED MALACIA OF THE PATELLA 


Donald R. Lannin, M.D., St. Paul 


Degenerative changes in the articular cartilage 
of the patella probably occur earlier and more 
constantly than in almost any other joint surface. 
The incidence of the degenerative change and the 
time of its onset may vary a great deal. However, 
probably by the age of 30 years everyone is af- 
fected to some degree. Bennett and co-workers ' 
have demonstrated that after 15 years of age every 
person may show some evidence of degeneration in 
the knee joint and that the superficial articular 
cartilage layer of the patella is the area of earliest 
change. In addition to the normal degenerative 
changes injury, particularly through athletics, is a 
major factor in the incidence of malacia of the 
patella. 

I have reviewed 294 arthrotomies performed on 
athletes and have attempted to evaluate the effect 
of associated chondromalacia of the patella. All of 
these operative procedures were performed by me 
and the conclusions represent purely personal im- 
pressions. These were all performed on male ath- 
letes between the ages of 16 and 26 years. In every 
case the preoperative diagnosis was a tear of either 
the medial or the lateral meniscus. All cases involv- 
ing a preoperative diagnosis of fracture, osteochon- 
dritis dissecans, ligamentous injury, or actual grade 3 


chondromalacia of the patella have been excluded. - 


The degree of posterior patellar crepitation, repre- 
senting chondromalacia of the patella, has always 
been included as a preoperative physical finding, 
and the incidence and degree of actual patellar 
changes found at surgery have been recorded later. 

Several similar svstems of evaluation of patellar 
changes have been given by Cave and Rowe,’ Wiles 
and co-workers,’ and later by O'Donoghue.‘ Be- 
cause of the size of the incision used at the time 
of arthrotomy, little actual visualization of the 
posterior surface of the patella is possible. Most 
impressions have been gained by palpation. 

In only seven of the cases has a patella been felt 
which showed no evidence of any degree of soften- 
ing. In 76 cases softening of some area but no fis- 
sure formation or fragmentation was demonstrated. 
Of the more severely involved cases an attempt has 
been made to separate the patellar changes into 
two groups. Grade 1 represents those patellas with 
softening, minimal to moderate fissure formation, 
and a definite localized area of irregularity of the 
surface. Grade 2 represents those patellas with ex- 
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tensive areas of multiple fissure formation and 
stellate fissuring and those having areas of com- 
pletely separated cartilage. On the basis of this 
method of classification 103 cases, or approximately 
35%, have been allocated to grade 1 and 108 cases, 
or 37%, have been classified as grade 2. 

Thus, in a total of 211, or 72%, of the 294 cases 
there were degenerative changes in the articular 
surface which I believed were severe enough to 
affect the after-treatment and the prognosis for 
recovery. This represents a considerably higher 
percentage than the 48 of 166 cases reported by 
Wiles and co-workers.’ It is also interesting that 21, 
or slightly over 20%, of the patients with grade 2 
cases also showed some pitting of the intercondylar 
groove of the femur, usually in a point roughly 
corresponding to the irregularity of the posterior 
aspect of the patella. At the time of meniscectomy 
it has been my practice to remove portions of the 
articular surface of the patella which are actually 
loose but to leave undisturbed any areas of soften- 
ing or ordinary fissure formation. 

The main objective in rehabilitation of the pa- 
tient with knee injury is either the maintenance or 
the restoration of quadriceps strength. Other muscle 
groups such as the hamstrings improve easily and 
spontaneously. Quadriceps exercises allowing a full 
range of motion of the muscle group are preferable 
for quick rehabilitation; however, it is possible to 
develop excellent quadriceps strength and at the 
same time keep the irritation from malacia of the 
patella to a minimum. This malacia is a major fac- 
tor in irritation of the knee and in production of 
effusion of the joint. Quadriceps exercises in which 
the knee is extended from a flexed position tend 
to increase this irritation and increase postoperative 
effusion (fig. 1). Probably in the cases of grade 1 
malacia, and certainly in the cases of grade 2 mala- 
cia, a special effort should be made to carry out 
the quadriceps exercises with a minimum of flexion 
of the knee and with a minimum excursion of knee 
motion. 

The program for maintenance or restoration of 
quadriceps strength in these operative cases is actu- 
ally started preoperatively. The day before the 
surgical procedure each patient is instructed in 
quadriceps setting and in straight leg-raising exer- 
cises, with the knee kept in full extension. The after- 
noon after surgery, or at the latest the next morning, 
the patient is started on a program of raising the 
leg with the knee completely straight for periods of 
five minutes out of each hour. As soon as the pa- 
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tient can carry out this exercise well (which usually 
takes only 24 hours) he is allowed to be up bearing 
full weight but always keeping the knee in a fully 
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The progress of enough patients with grade 2 
malacia has been followed to give the impression 
that, if there is no reinjury, there is some tendency 


Fig. 1.—Example of incorrect type of rehabilitative exercise in patient with knee injury and associated malacia. 


extended position. At the end of 10 days ordinary 
flexion is started and encouraged, but even at this 
point all quadriceps exercises continue to be per- 
formed with the knee in full extension. Weight- 
resistance exercises are started at the end of about 
two weeks and are carried out with the patient 
lying on his back and raising the leg with the 
weights attached to his foot for progressively long- 
er periods (fig. 2). By the use of this postoperative 
program the excursion of the roughened patella 
through the groove of the femur is kept to a mini- 
mum, and the irritation and postoperative effusion 
are also kept to a minimum. 

The choice of postoperative dressing is also in- 
fluenced by the degree of malacia of the patella. 
Any type of circular dressing, even including an 
Ace bandage, which is worn during periods when 
the knee is being flexed, tends to increase difficulty. 
If the dressing is tight enough to force the patella 
into the irregular groove, not only will the patient 
- have increased pain but the entire program of 
rehabilitation will be retarded. The use of an Ace 
bandage in any knee injury with an associated 
crepitation of the patella is probably contraindi- 
cated. 

The catching sensation still produced by the 
malacia of the patella is one of the most common 
complaints present after arthrotomy. Many patients 
believe that removal of a meniscus will entirely do 
away with any feeling of catching or clicking, and 
the persistence of the malacia difficulty is a source 
of annoyance to them. 


Fig. 2.—Example of correct rehabilitative exercise for 
patient with knee injury and associated malacia. 


toward spontaneous improvement. There is, of 
course, no real regeneration of superficial cartilage, 
and improvement is probably associated with me- 
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chanical smoothing-off of irregular areas. Not only 
do patients report that they have less of a catching 
sensation over a period of years but many times it 
has been possible to demonstrate on physical exam- 
ination that posterior patellar crepitation which was 


present at the time of surgery is not present two | 


years later. 
Summary 

The incidence of malacia of the patella associ- 
ated with meniscus injuries of the knee is much 
higher than previously reported. This malacia is a 
factor in the postoperative management and re- 
quires special consideration in planning exercises 
for the restoration of quadriceps strength. In 
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weight-resistance exercises the knee should be 
kept constantly straight and should not be brought 
from the flexed to the extended position. 


942 Medical Arts Bldg. (2). 
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BASIC AREAS OF PREVENTION OF ATHLETIC INJURIES 
Robert G. Brashear, M.D., Knoxville, Tenn. 


In recent years much has been said in the medical 
literature both for and against athletics in general 
and football in particular. Some authors extol foot- 
ball as a great builder of men, mentally, morally, 
and physically, while others condemn football, par- 
ticularly ause many of the injuries sustained 
playing football are carried over into later life. 
Football, however, must be accepted as an integral 
part of the American way of life, just as much as the 
automobile. Since we niust accept athletics, it be- 
hooves us to find ways and means of preventing the 
most serious sports injuries. 

There are three basic areas of prevention that the 
medical profession should be aware of, as both 
parents and physicians of the vouth of America. 
The first, and probably the most important, is the 
selection of the coach. The head coach is the num- 
ber-one preventer of serious injuries in athletics. 
He must be a morally sound teacher and leader. He 
must select the athlete, put him in his proper place, 
and teach him the various techniques of individual 
and team play, pitting boys of equal athletic ability 
against each other. By “drive, drive, drive and drill, 
drill, drill” he develops the strength and stamina to 
outlast the opponent and the skill to outmaneuver 
him. He prepares facilities. He buys protective 
equipment. He fits the equipment to the player and 
teaches him how to wear it properly. In all these 
ways, and in many others, he is actually preventing 
injury. 
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When films showing serious athletic injuries are 
studied, it becomes obvious that most serious in- 
juries happen in a moment of poor coordination. 
Many coaches, realizing this, spend endless hours 
in trying to develop coordination in their players. 
With junior-high-school football developing more 
generally under improving supervision and coach- 
ing, the high-school and college athletes today are 
much better coordinated than in former years; at 
least, they can use their left hands. It is my firm 
belief that, unless a high school has sufficient funds 
to employ a first-class coach and to buy the best 
protective equipment, it should not be permitted 
to have football in its athletic program. 

The second area to be considered is that of the 
team physician. In my state official regulations will 
not permit a football game to start until there is at 
least one doctor available on the field, not in the 
stands, and an ambulance is parked just off the 
field. This is considered a minimum basic require- 
ment. When play begins, it is understood that all 
injuries necessitating “time-out” require removal of 
the injured player from the game. An immediate 
and complete examination of the injured athlete is 
made, with emphasis on the exact mechanism of 
injury. The attending physician makes the decision 
about the fitness of the player to return later in the 
contest. 

The team doctor, the trainer, and the coaching 
staff form a well-coordinated team which can pre- 
vent many major injuries, particularly reinjuries. 
Having a physician present on the football field 
during a game is not sufficient. The modern concept 
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of an athletic team doctor is that of a consulting 
physician who shares appropriately in organizing 
the athletic program. He is available not only for 
football games but also for consultation with the 
coach and trainer throughout the year. This is the 
ideal toward which we should work. 

Making such arrangements is a real problem—a 
problem for organized medicine as well as for 
school officials. We physicians deliver all of these 
athletes. We treat them through infancy and child- 
hood, seeing that they have the benefit of all the 
immunizing and other preventive modalities known 
to science. In my opinion, at this period of danger- 
ous athletic participation we have a continuing 
obligation to serve and help. 

The American Medical Association recognizes 
this problem and, through its Committee on the 
Medical Aspects of Sports, is actively promoting 
programs for safety in sports. Yet in many places 
coaches still find it difficult to work out arrange- 
ments for a team physician of the kind I have de- 
scribed. Young Americans can and do get good 
medical care when they are injured or ill, but medi- 
cal controls are essential as an integral part of the 
high-school athletic program. 

Let me put the matter on a personal basis. I urge 
each of you who is interested in athletics to take a 
high school under your wing by acting as athletic 
team physician. While this does require time, with 
little or no financial reward, remuneration comes in 
many other ways. Whether you know much about 
athletics is a minor point. As soon as you start 
working with boys and with coaches you will find 
you are well informed about most points on which 
the coaches need help. 

The full-time athletic trainer, it seems to me, will 
become indispensable to the high school. Every 
college athletic program of any consequence now 
has a full-time trainer, and this has paid dividends. 
The day is rapidly approaching when high schools 
will recognize the value of having a trainer avail- 
able. The reason high schools do not have them now 
is that there are no funds available for a trainer's 
salary. While many compromises have been de- 
vised, none of them is completely satisfactory. I 
would like to report briefly on the National Athletic 
Trainers Association, of which I am an honorary 
member 
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The N. A. T. A., formed in 1950, is a highly 
ethical group which now has over 500 members, all 
well educated and all intensely interested in pre- 
vention of athletic injuries. They meet annually 
and the theme of their meeting is the free inter- 
change of information for the prevention of athletic 
injuries and diseases. They are aware of the fact 
that they need medical help and medical super- 
vision. They have set up a committee for profes- 
sional advancement made up of 13 well-known 
athletic trainers and 5 physicians who are deeply 
concerned with athletics. They have drawn up a 
college curriculum, which has been accepted by 
their membership and has been passed on by sev- 
eral well-known educators. This curriculum calls 
for a major in physical education and a minor in 
another teaching area, preferably one of the basic 
sciences. Obviously, to a person armed with a 
degree of this type, a teaching assignment and 
accompanying salary would be available almost 
anywhere. Thus, high schools could obtain the 
services of the teacher-trainers. In addition to this 
degree, the N. A. T. A. plans to have each member 
take an additional year of study in physical therapy, 
and their curriculum set up on this basis is accept- 
able to every physical therapy school in the United 
States. 

A board of certification of trainers is now under 
advisement and will undoubtedly be developed in 
the near future. The National Athletic Trainers’ 
Association today is made up almost entirely of 
college trainers and the trainers of professional 
athletic teams, who are participating in the prac- 
tice of medicine just as surely as are x-ray and 
laboratory technicians. The main difference, as I 
see it, is that the trainers are not under appropriate 
medical jurisdiction. They need medical help and 
supervision; they have sought it and asked for it, 
and yet medical recognition, it seems to me, has 
been slow in coming to them. I believe the develop- 
ment of the professional athletic trainer and this 
National Athletic Trainers’ Association is the great- 
est single advance in college athletics in the past 
25 years. Its benefits should be extended to high 
schools at the earliest possible time. 


603 W. Main Ave. (2). 


IRRHOSIS OF THE LIVER IN MEN AND IN WOMEN.—A review of 100 
consecutive cases of cirrhosis of the liver in each sex showed that cirrhosis is 
largely postnecrotic in women and of the Laennec or so-called alcoholic type 

in men. The high incidence of postnecrotic cirrhosis in women is probably due to the 
fact that women are more susceptible to severe damage from viral hepatitis than are 
men. The greater frequency of Laennec’s cirrhosis in men undoubtedly is due to the 
higher incidence of alcoholism among men than among women. Carcinoma of the 
liver is found more frequently in men who have cirrhosis than in women.— A. H. 
Baggenstoss, The Influence of Sex on the Pathologic Aspects of Cirrhosis of the 
Liver, Postgraduate Medicine, September, 1959. 
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KNEE INJURIES INCURRED IN SPORT 
Thomas B. Quigley, M.D., Boston 


There is probably a higher incidence of residual 
malfunction from knee injuries than from any other 
trauma sustained in sport. The middle-aged man 
with a “trick” knee dating from high-school or col- 
lege days is commonplace. Most of these souvenirs 
can be avoided by common sense _ preventive 
measures, prompt diagnosis, and appropriate treat- 
ment. 

Prevention 

The best way to avoid injury in- any sport is to 
become as skillful as possible in its performance. 
The gifted athlete or “neuromusculoskeletal genius” 
is rarely injured, and then only under freak cir- 
cumstances. However, even ordinary persons can 
reduce their chances of injury to a negligible figure 
if they are well coached and do as their instructors 
tell them. This has been abundantly demonstrated 
on the ski slopes of the United States and Canada. 
Good execution of well-taught techniques requires 
a well-conditioned musculoskeletal system. No col- 
lege student should indulge in a contact sport such 
as football, hockey, soccer, or lacrosse until he can 
sit on a table and extend his knee from 90 to 180 
degrees, with a 50-Ib. (22.7-kg.) weight fastened to 
the foot, 10 times within 40 seconds. The knee is no 
better than the muscles which cross it, and the 
player who cannot perform this test is inviting in- 
jury. No one should ski whose quadriceps muscles 
are too weak to support him for 60 seconds with his 
vertebral column against a wall, his hips flexed at 
90 degrees, and his lower legs perpendicular to the 
floor. 

The most important single factor in the preven- 
tion of knee or any other injury, for that matter, in 
sports is a careful physical examination.’ Gross de- 
formity, such as genu valgum (knock knee), genu 
varum (bow leg), genu recurvatum, inequality of 
leg lengths, limitation of joint motion, and muscu- 
lar weakness from any cause, should preclude 
strenuous sport involving the lower extremities. 
Many abnormalities, however, can be corrected to 
the point of allowing safe participation. Most of 
these involve muscular weakness from previous in- 
jury and can be corrected effectively by a program 
of progressive resistance exercise.” Minor degrees of 
ligament instability can be protected by appropriate 
adhesive taping worn during the period of partici- 
pation. 
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Prompt, accurate diagnosis and treatment 
of knee injuries will prevent most of the “trick 
knees’’ of middle age. Examination must be 
thorough, orderly, and complete. Rupture of 
a ligament should be differentiated from 
sprain within a few minutes of injury, when 
diagnostic manipulation can be carried out 
without pain. Roentgenography is essential, 
not only to determine fracture or epiphysial 
injury but also to rule out unsuspected pre- 
existing abnormality of bone. The most fre- 
quent injuries encountered are, in descending 
order of incidence, contusion, ligament 
sprain, meniscus injury, ligament rupture, 
and fracture or epiphysial displacement. 
Most meniscus injuries are accompanied by 
sprain, which should be allowed to heal be- 
fore meniscectomy is advised. Immobilization 
produces muscle atrophy and should be kept 
to a minimum. Ligament rupture should be 
repaired promptly. Progressive resistance ex- 
ercise is essential in convalescence. Protective 
taping to support the collateral and cruciate 
ligaments should be worn at each practice 
session and game for at least a year after 
any sprain. 


Diagnosis 

Much can be learned from the history of the in- 
jury, particularly if the doctor knowns something of 
the sport. Even more valuable is direct observation, 
which should be the rule in all organized contests. 
The doctor himself should go on the playing field 
when he has seen an injury of potentially serious 
consequences occur. To leave to nonmedical persons 
such decisions as whether the injured player should 
continue to play or should walk from the field or be 
carried off is to gamble with permanent disability, 
with the cards stacked against the player. As a 
general rule, no one with a knee injury of sufficient 
severity to prevent further immediate participation 
in any sport should subject the joint to the added 
possible trauma of weight-bearing until the severity 
of the injury has been determined. 

Examination must be thorough and orderly, with 
the patient in the supine position and his legs freed 
of clothing and equipment (fig. 1). Careful survey 
of the hips in adolescents is of great importance, 
since symptoms produced by displacement of the 
upper femoral epiphysis can be referred to the knee. 
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Roentgenography must be done, not only to reveal 
fracture or epiphysial injury but to determine the 
presence or absence of previously unsuspected ab- 
normality, including osteochondritis dissecans, 
chondromalacia patellae, osteoch is and 
other loose bodies within the joint, and even bone 
tumors and cysts. 

Assuming that the knee and extremity generally 
was normal prior to the injury, the majority of sports 
injuries fall into five categories, either singly or in 
combination. These are, in order of incidence: con- 
tusion, ligament sprain, meniscus injury, ligament 
rupture, and fracture or epiphysial displacement. 
Contusion.—Contusions of the soft tissues about 
the knee, while painful and disabling, are often 
minor. If full function returns within a few moments 
the player can safely resume his play or sport with 
a pad of foam rubber, covered with a stiff plastic, 
over the site of injury for protection from another 
possible injury at the same spot. Further treatment, 
if necessary, can await the end of the contest. How- 
ever, if full function is not present and the player 
limps and is unable to perform well, to return to the 
game or sport is to court further and possibly more 
serious injury. In adolescents contusions often occur 
at the attachment of the infrapatellar tendon to the 
tibial tubercle. Discomfort is persistent, the tubercle 
is prominent and tender, and roentgenograms show- 
ing irregularity of the epiphysis are reported as in- 


now known to be not a disease but a minor abnor- 
mality of growth. Symptoms almost invariably dis- 
appear when activity is limited for a few weeks. 
Ligament Sprain.—Sprained ligaments usually 
preclude further participation, at least on the day 
of i injury. They are difficult to assay, from the point 
of view of severity, at the initial examination. The 
next day an accurate appraisal of the degree of 
sprain and a reliable prognosis can be made. How- 
ever, the presence or absence of ligament rupture 
can and should be determined accurately during the 
15 or 20 minutes after injury, when analgesia is 
still present and before muscle spasm has occurred. 
Manipulation of the tibia on the femur (fig. LE and 
F) is diagnostic, and this short period may be the 
only time that such manipulation can be carried 
out, in a well-muscled young man, without an- 
esthesia. If the tibia tilts 15 degrees or more when 
abducted or adducted on the femur in full exten- 
sion, in comparison with the opposite uninjured 
knee, complete rupture of a collateral ligament is 
present.’ If possible, a roentgenographic record of 
this abnormal mobility should be made by means of 
an anteroposterior film taken at the maximum of 
imposed valgus or varus. 

Meniscus Injury.—Meniscus injuries result from a 
combination of torsion and abduction or adduction 
stress. Medial meniscus injuries occur 6 to 10 times 
as often as lateral ones. Injury to the meniscus is 
almost always accompanied by some degree of 
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sprain. As a general rule it is well to allow the liga- 
ment injury to heal before making a definite diag- 
nosis and condemning the meniscus to removal. On 
the other hand, there are cases in which the mech- 
anism of injury is characteristic, roentgenograms 
show no bone abnormality, the last 15 to 20 degrees 
of extension are lost, there is no hamstring spasm, 
and tenderness is localized almost entirely to the 
joint line. In these cases the accompanying sprain 
is obviously of little consequence and there is no 
point in delaying definitive treatment. 

Epiphysial Injury. —Epiphysial injuries are rare 
but can be alarming, occurring usually at the distal 
end of the femur and »+ times re such gross 


Fig. 1.—Basic steps in examination of knee. Subject is 
supine and completely relaxed. All steps are first done on 
uninjured leg. A, inspection and determination of extension; 
B, determination of active and passive flexion not carried 
beyond point of pain; C, palpation for fluid--pressure on 
suprapatellar pouch drives small quanities of fluid down- 
ward; right index finger is shown about to compress antero- 
lateral aspect of joint. producing fluid wave palpable by 
thumbs and left hand; D, determination of muscle atrophy— 
circumference of thighs is measured at same level; E, de- 
termination of cruciate ligament laxity—knee is flexed at 90 
degrees and examiner’s forearm presses firmly against lower 
part of tibia while both hands grasp leg, manipulating it in 
sagittal plane; F, determination of collateral ligament laxity 
—one of examiner’s hands rests on table and grasps femoral 
condyles, other grasps ankle and manipulates extended knee 
in coronal plane (reprinted with permission from Surgery, 
Gynecology, and Obstetrics [872569 (Nov.) 1948]). 


deformity as to raise the possibility of injury to the 
popliteal nerves and blood vessels. The sooner re- 
duction is effected the better. Again, roentgenog- 
raphy is essential. 

Fracture.—Fractures are unusual before the age of 
35 years and then occur most frequently in sports 
involving high speeds and great force, such as ski- 
ing. Definitive diagnosis is, of course, made roent- 
genographically. 
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Occasionally momentary lateral dislocation of the 
patella is encountered and can be confusing, pre- 
senting symptoms and signs suggesting a combina- 
tion of contusion and ligament injury. However, 
dislocation of the patella usually occurs in persons 
with knock knee deformity, hypermobile patellas, 
and a history of previous dislocation. 


Treatment 


The first examination, ideally carried out shortly 
after the injury, should identify and separate major 
injuries requiring prompt definitive surgical care in 
a hospital from minor injuries which can be treated 
on an ambulatory basis. 

Gross epiphysial displacements should be re- 
duced by manipulation, with the patient under 
anesthesia, and the patient should then be im- 
mobilized in a plaster spica for at least eight weeks. 
Open operation should be undertaken only as a last 
resort. Fortunately, functional results are good and 
growth disturbance is unusual, since the injury is 
primarily one of shearing rather than compression, 
and the epiphysial plate is not often seriously 
damaged. 

Fractures are treated by closed manipulation, 
traction, plaster immobilization, and operation, as 
the characteristics of the particular injury, the 
patient, and available facilities and skills dictate. 
The underlying philosophy, as in the treatment of 
any injury, should be the restoration of as near 
normal function as possible, in the shortest possible 
time, with the least risk to life or limb. In children 
and adolescents (as in patients with epiphysial in- 
juries) open operation should be undertaken only 
as a last resort. 

When the presence of complete ligament rupture 
has been established there is little reason today to 
refuse the patient the benefits of prompt surgical 
repair unless serious contraindications, such as 
grave concomitant disease, either general or in the 
extremity, exists. Such contraindications are rare in 
persons participating in sports. The philosophy of 
prompt surgical repair rather than immobilization 
and hope has been well established in the last 
decade * and recently has been supported by the 
experimental work of Clayton.® 

The torn meniscus does not heal unless the tear 
is peripheral between the meniscus and the capsule 
of the joint. There is no way accurately to deter- 
mine the position and extent of the tear in a 
meniscus. Arthrography has not proved universally 
reliable and if immobilization for several weeks in 
plaster is carried out on the assumption that the 
tear is peripheral and the meniscus might heal, 
atrophy of the thigh musculature inevitably occurs. 
If operation is later found necessary, as is usually 
the case, disability imposed by the atrophy is 
greatly prolonged. Immobilization, therefore, has 
little place in the treatment of injuries to the 
meniscus or ligament. 
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When symptoms and signs are clear after the 
sprain accompanying most meniscus injuries has 
healed, operation should be delayed only Jong 
enough to teach the patient the patterns of exercise 
he will do after meniscectomy. The operation 
should only be an incident in the total manage- 
ment of the injury and the patient. Aspiration may 
be necessary if the joint becomes distended, but it 
should not be forgotten that arthrocentesis is, from 
a bacteriological point of view, no different than 
arthrotomy and should be carried out with the 
same sterile precautions. The entire meniscus should 
be removed and active motion instituted as soon as 
it is comfortably possible. Exercises should begin 
the day after operation and should continue with 
increasing vigor until full function has been re- 
gained. Weight-bearing should not be permitted 
until the soft tissues have healed, no sooner than 
10 to 14 days after operation. Full function should 
be restored 8 to 10 weeks after operation, but 
heavy contact sport should be forbidden for at 
least four months. Full normal function should be 
the rule rather than the exception after prompt 
ligament repair or meniscectomy. Athletes should be 
able to return to their sports without disability. 

Contusions and ligament sprains constitute minor 
injuries, unless tissues are ruptured. Their pathol- 
ogy is the same. Immediate hemorrhage is followed 
by phagocytic infiltration of the hematoma, fibro- 
blast proliferation, and finally scar tissue formation. 
The object of treatment is to assist nature. This is 
accomplished by the immediate application of cold, 
to constrict the arteriolar bed and thus diminish 
hematoma formation; compression, to disseminate 
the hematoma and speed its absorption; rest, to 
allow the process of healing to continue uninter- 
rupted; and elevation, to minimize edema.’ Twenty- 
four hours after injury the sources of bleeding can 
be considered as closed, and heat can be applied to 
bring more blood to the part and hasten the dis- 
persal of the products of injury. 

Application of cold is accomplished by means of 
an ice pack or cool bath. Compression is created by 
the appropriate use of foam rubber and elastic 
cotton bandages. Rest is achieved by the use of 
crutches. Most athletes are strangers to crutches 
and must be instructed in their use to avoid in- 
juries to the brachial plexus and blood vessels in 
the axilla. Use of hot water is as effective a means 
of applying heat to a contusion or ligament sprain 
of the knee as any more complex modality. Dia- 
thermy, in fact, is contraindicated, since its use is 
followed by a high incidence of effusion. There is 
no specific virtue in ultrasound therapy and its 
employment requires considerable skill. 

More important than heat and massage is active 
exercise within the limits of comfort. Atrophy of 
the thigh musculature occurs at an astonishingly 
rapid rate after knee injuries and can be prevented 
only by a carefully supervised daily pattern of 
progressive resistance exercise.’ 
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Scar tissue is always weaker than the tissue it the ligament should be protected for at least a 
replaces, and there is thus some basis for the year from reinjury. The disorderly pattern of in- 
ancient adage, “once a sprain, always a sprain.” elastic collagen fibers in scar tissue is only very 
When full function, including muscle power, has slowly replaced by orderly elastic tissue. The best 
been regained after a ligament sprain of the knee, protection is afforded by adhesive taping of the 


WA 


Fig. 2.—“Duke Simpson” protective knee taping. A, details of cruciate ligament—-supporting component. B and C, applica- 
tion of cruciate ligament-supporting component. D, application of medial and lateral ligament supporting components, three 
on each side. E, reinforcement of cruciate ligament-supporting component. Two strips of tape are applied, crossing anteriorly 
above and below joint. F, application of circular anchoring tapes. G and H, completed taping (reprinted with permission 
from Surgery, Gynecology, and Obstetrics (®87:569. (Nov.) 1948]). 
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“Duke Simpson” pattern (fig. 2)." This reinforces 
both collateral and cruciate ligament systems and 
is effective for several hours after its application. 
Most steel and leather knee supports are con- 
structed on the basis of the false assumption that 
the knee is a simple hinge. To be effective they 
must be molded carefully to the midcalf and thigh 
and have a double toggle joint at the knee. They 
are thus expensive and impractical for ordinary 
use. Short elastic sleeves with small, hinged steel 
supports on the medial and lateral sides are use- 
less. 


319 Longwood Ave. (15). * 
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ATHLETIC TRAINING, PROTECTIVE EQUIPMENT, 
AND PROTECTIVE SUPPORT 


Kenneth B. Rawlinson, Norman, Okla. 


An athletic trainer's duties can be placed in three 
categories: (1) prevention of injuries, (2) treatment 
of injuries, and (8) rehabilitation of the injury and 
the athlete as a whole. I would like to discuss 
duties in each of these fields. 

Prevention of Injuries 

It is our duty to stress prevention rather than 
care of injuries. We spend much more time on 
prevention than the average layman believes. We 
work on the assumption that the more injuries that 
can be prevented the fewer patients will have to 
be treated and rehabilitated. Since an injured ath- 
lete is of no value to his team, his coach, or him- 
self, from an athletic standpoint, the greatest con- 
cern must be with prevention of the injury which 
causes him disability. 

Many factors go into the field of prevention. As 
a part of prevention no person should be permitted 
to to practice or participate in any sport until he has 
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Three important elements in a program for 
preventing athletic injuries are thorough 
physical examination, maintenance of good 
practice conditions, including practice field 
and practice equipment, and carefu! mental 
and physical conditioning of the players. The 
physician who is really in touch with trainers 
and athletes can help greatly with advice on 
special problems of prevention of injury as 
well as rehabilitation of the injured. New 
materials have become available for use 
in protecting vulnerable parts against strains 
and blows. Because of the frequency of cer- 
tain types of injury, football and basketball 
players should have their ankles either taped 
or wrapped before each practice session. 
The methods here described for supporting 
the ankle and the longitudinal arch of the 
foot have been used routinely at practice 
sessions for many years and are believed to 
have prevented or to have reduced the 
severity of many ankle injuries. 
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successfully passed a thorough physical examina- 
tion. At the University of Oklahoma we give our 
physical examinations on the so-called assembly 
line technique. Our team physician, doctors from 
the health service, and nurses give physical exami- 
nations at the student infirmary at 8 a. m. on the 
day before fall practice starts. Each doctor takes a 
station. The boys are given their record cards and 
they merely go from station to station. With use of 
this technique we have been able to give our 
varsity football squad their physical examinations 
in about one and one-half hours. 

I would recommend that a physician be on the 
bench at every contest. It may be necessary, in 
some localities, for various doctors to take turns; 
but, regardless of how it is done, you can be ren- 
dering a service to your community by donating 
your services for a couple of evenings each year. 

A second phase of prevention is the maintenance 
of a good practice field. Many schools spend most 
of their money and all of their time maintaining a 
so-called perfect game field—a field the spectators 
will see and the team will use four or five times a 
year. I would recommend that this procedure be 
reversed and that the practice field, which is used 
as much in a week as the game field is in a season, 
be kept in A-1 condition at all times. 

Another phase of prevention is the physical and 
mental conditioning of the squad. At the Univer- 
sity of Oklahoma this is an important part of our 
total program. No team is any better than the 
physical condition of its players. Red Sanders, the 
late head football coach of the University of Cali- 
fornia at Los Angeles, once made the statement that 
football is 40% ability and 60% physical condition 
and mental attitude. Tom Harmon, former Michi- 
gan All-American player, stated that football these 
days is 90% mental and physical preparation. It all 
boils down to the axiom that no team is better than 
its physical condition. Our objective is to get the 
team, as a whole and as individuals, physically 
stronger and tougher than the opponents. 

Good equipment is an important factor in the 
prevention of injuries. Some schools make the same 
mistake with equipment as they do with their 
practice fields. They spend the greater portion of 
their budget for some gaudy, fancy game suit that 
is only going to be worn 8 to 10 times a year. I 
believe that a school should spend most of its 
money for the equipment that is worn daily—prac- 
tice equipment. Of all the equipment worn by a 
football player the most important is the headgear. 
Other important pieces of equipment are the shoul- 
der pads, shoes (well-fitting and not necessarily the 
most expensive), and pants that fit the player. 

From time to time during the season, it is neces- 
sary to improvise or purchase special equipment to 
protect a special injury. A fracture glove may be 
necessary to protect a hand injury, a pair of “Big 
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Boy” shoulder pads to protect a bruised shoulder, 
or a pair of “Peel Blocker” hip pads to protect an 
iliac crest. It may be necessary to build up a pair 
of regular shoulder pads with sponge rubber or 
plastic or to use a folded towel around the neck to 
prevent recurring neck sprains or nerve contusions. 

It is necessary, in fielding a team, to do a con- 
siderable amount of preventive and protective tap- 
ing. At the University of Oklahoma every member 
of the football and basketball squads must have his 
ankles either taped or wrapped before each prac- 
tice session or game. An ounce of prevention is 
worth a pound of cure. 

Protective Equipment and Protective Support.— 
Equipment is much better today than it was 30 
years ago. However, there is still room for improve- 
ment. Thanks to the manufacturers we are getting 
better equipment every year. The old type of head- 


Fig. 1.—Louisiana ankle wrap. 1-8, application; 3-8 may 
be repeated to provide two lifts on each side of heel. (A) wrap 
is spiraled up over ankle. Two pieces of tape are used to 
secure wrap, one around top (B), and one across heel (C). 
Single lift is demonstrated. For 72-in. wrap, spiral up ankle 
as shown in A, B, and C. For 96-in. wrap, repeat 3-8 for two 
heel lifts and then spiral up ankle. 


gear has given way to the new suspension type or 
a plastic molding in place of the old sponge rubber. 
Shoulder pads can now be purchased in four stand- 
ard types of construction—flat, inside cantilever, 
outside cantilever, or double cantilever. In addi- 
tion, there are special shoulder pads, such as the 
Big Boy, which remove most of the pressure from 
the shoulder and diffuse it around the rib cage. 

Another great improvement has been in the field 
of padding or cushioning of the equipment. In 
past years this was all done with sponge rubber, 
felt, or kapok. Today most pads are covered with 
a plastic material known as Absorblo or Ensilite. 
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This material will absorb much more shock and is 
also more sanitary, since it will not absorb moisture 
and can be readily cleaned with soap and water. 

As the styles and types of equipment have im- 
proved, the weight of the uniform used by players 
today has decreased. I have no specific figure on 
the weight of the uniform of the past generation, 
but I imagine it was between 20 and 25 Ib. In com- 
parison, the uniform one of our halfbacks wore in 
last January’s Orange Bowl game weighed 12 lb. 
2 02. 


Fig. 2.—Longitudinal arch strapping. 


I would like to describe some of the methods of 
prevention and protective strapping used at the 
University of Oklahoma. All of our ankle wraps 
are placed on the ankle over one pair of athletic 
socks, to prevent friction, blisters, and possible 
undue constriction. When we use adhesive tape, 
we almost always apply the tape directly to the 
skin. Naturally, we prepare the skin first by shaving 
off the hair and applying a benzoin balsam aerosol 
(Tuf Skin) or quick-drying adherent before apply- 
ing the tape. The methods of taping are the (1) fig- 
ure-eight ankle wrap, now obsolete; (2) Louisiana 
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ankle wrap, preferred (fig. 1); and (3) adhesive tape 
basket-weave with Oklahoma heel lift, with or 
without the felt “U.” I use the Louisiana ankle 
wrap or the adhesive basket-weave on all of our 
athletes. I believe that this has prevented or re- 
duced the severity of many ankle injuries. In a 
survey made at Harvard University, Quigley and 
co-workers ' stated that in the 15 years since they 
had started the routine use of ankle wraps none of 
their athletes had suffered a complete ankle liga- 
ment rupture. Dr. D. F. Hanley of Bowdoin College 
phrased it a little differently when he said, “We 
have not lost a man for a game in five years who 
has worn his ankle wraps correctly.” Other forms 
of strapping that are used at the University of 
Oklahoma _ include longitudinal arch strapping 
(fig. 2), footrest strapping, and knee strapping, 
including methods of supporting the medial, lateral, 
and cruciate ligaments and of supporting injured 
knees postoperatively. 


Treatment of Injuries 


Treatment of injuries is actually a minor part of 
our job. We are the coordinators between the 
coach and the physician. In reality, we are the 
“suspecticians” and physicians are the diagnosti- 
cians. 

Rehabilitation 


As in the treatment of injuries, in rehabilitation 
the trainer works hand in hand with the team 
physician. Rehabilitative exercises should be 
started as soon as possible after an injury. In fact, 
it is advisable to continue exercising other portions 
of the body even though the injured part must of 
necessity be immobilized. It is much better to pre- 
vent atrophy than it is to relieve it. Summarizing 
our work in the fields of treatment and rehabili- 
tation, we work together with our team physicians 
with the same set of rules, the same set of signals, 
and the same objective—the complete rehabilitation 
of the athlete. 

I have been asked about the injury problems seen 
in college that could have been taken care of in high 
school. At present, high school injuries which give 
the most trouble are injuries to the knee, myositis 
ossificans of the humerus, and a few shoulder and 
ankle injuries. Regardless of the injury, I would 
recommend early rehabilitation or early surgery 
and rehabilitation. Be fair to the boy. If he needs 
surgery in high school, recommend it. Don’t wait 
until he gets to college, where he will be a dis- 
appointed athlete. 

In conclusion, on behalf of all trainers, I want 
you to know that any help the medical profession 
gives to us is and will be greatly appreciated. 
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BRIEF MAXIMAL ISOTONIC EXERCISES IN THE 
TREATMENT OF KNEE INJURIES 


Donald L. Rose, M.D., Kansas City, Kan 


Injuries to the knee structures occur frequently, 
during a variety of athletic activities. The mecha- 
nism of injury, regardless of the precipitating cir- 
cumstance, is simply one of the application of a 
force greater than that which normally stabilizes 
the joint and which is applied in a direction differ- 
ent from that of the stabilizing forces. Although 
the injury usually organically damages the extra- 
muscular structures, the musculature itself is in- 
variably involved in the development of weakness, 
atrophy, tremor, pain, discomfort, apprehension, a 
feeling of insecurity, or a lack of confidence in the 
part on attempted function. These symptoms begin 
immediately after injury and not until they are re- 
solved does clinical recovery result. The purposes 
of this paper are to discuss an apparently effective 
means of controlling these obvious functional ab- 
normalities which are associated with the injury 
and to call attention to the importance of an ade- 
quate neurological component of neuromuscular 
activity. 

Without real evidence for its substantiation, the 
belief has existed that muscles must be repetitively 
“loaded,” if maximal strength is to be obtained. 
The work of Hettinger and Miiller ' was the first to 
delineate certain of the dosage elements of thera- 
peutic exercise. These authors concluded that the 
greatest increase in strength occurred when the 
muscle was loaded to a point near its maximum, 
that one exercise period per day was as effective as 
multiple periods, and that one six-second contrac- 
tion sustained isometrically was as effective as one 
of a longer period in the induction of strength. 


These results have been confirmed by others, who 


have used both isometric * and isotonic * exercises. 
Inasmuch as these studies have indicated increase 
in strength with single effort, it would seem clear 
that the traditional concept of strength (its being 
equivalent to the physical formula for work) 
should be reexamined. 
Technique 

The technique of loading the quadriceps femoris 
after the manner popularized by DeLorme‘ was 
used. It should be emphasized, however, that the 
intent of the exercise procedure was to develop a 
technique whereby the phasic movement pattern 
could be maintained against successively increased 
mechanical stress, which would, therefore, increase 
- From the Department of Physical Medicine, University of Kansas 
Medical Center. 
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The clinical value of a specific technique 
of exercise was investigated in 47 adults 
with unilateral injuries to the knee. The pa- 
tient, in the sitting position, used the quadri- 
ceps femoris to extend the knee against a 
maximum weight load and to maintain full 
extension for five seconds. This was done 
once daily. The load was increased by 1.25 
Ib. (0.63 kg.) each day. The strength of the 
uninvolved leg was determined not oftener 
than once weekly. Three case histories illus- 
trate the sequence of events. Under these 
conditions the prescribed exercise produced 
a steady increase in strength of the ipsilater- 
al muscle up to a maximum, with correspond- 
ing resolution of clinical symptoms; no 
crossing of strength effect between the 
ipsilateral and contralateral muscles was ob- 
served. 


the functional capacity of the pattern. This differs 
fundamentally from isometric exercises, which pro- 
hibit the achievement of movement and which 
may fail to produce the elements necessary for the 
synthesis of phasic movement patterns. 

The exercise bout in its entirety was as follows: 
After proper positioning of the subject and attach- 
ment of the weight load to the foot, the leg was 
extended from a position of 90-degree flexion to 
maximal extension and maintained in maximal ex- 
tension for five seconds by timed count. The initial 
position was then resumed and the weight was re- 
moved 

The initial weight lifted was the maximum 
amount, as determined by only two or three at- 
tempts. This small number of initial attempts is to 
be emphasized, not only for the purpose of deter- 
mining the approximate maximal capacity of the 
neuromuscular effort but, above all, to minimize 
the cumulative inhibitory influence of painful pro- 
prioceptive feedback on the movement pattern. 

On the next attempt a given weight was added 
to the amount previously lifted. This added weight 
was termed the increment unit. On each successive 
occasion thereafter the increment unit was added 
to the amount of the immediately preceding lift. 
The size of the increment unit was important. It 
has previously been reported * that an increment 
unit greater than 1.25 Ib. (0.63 kg.) was too great 


150/1674 


for this particular muscle. This sequence was re- 
peated, and an attempt made to add an addi- 
tional 1.25 lb. each time until the ceiling of strength 
was attained. Maintenance of this ceiling maximum 
was achieved by periodic lifting of this weight once 
weekly or less often. The effect of cross-education ° 
was determined by measuring the maximal strength 
of the unexercised leg occasionally but not oftener 
than once weekly. 

The effect of the exercise procedure on muscle 
hypertrophy was determined indirectly by measur- 
ing the circumferential diameter of the thigh by 
means of steel tapes 4 and 8 in. (10.2 and 20.3 cm.) 
above the superior pole of the patella. Such meas- 
urements were recorded with the subject in the 
standing position, with the quadriceps contracted. 

The exercise principle and procedure were ex- 
plained to the patient initially. So far as the 
weight lift was concerned, no systematic attempt 
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Fig. 1.—Induction of strength after sprain of medial col- 
lateral ligament of left knee. Exercise sequence was pro- 
longed beyond clinical recovery. 


was made to conceal or to reveal its amount. The 
subject usually inquired after the lift attempt and 
was told the amount. Although the value of external 
stimulation on motor performance is recognized, for 
the purposes of this study it was preferred that 
such perfurmance be the result of internal stimula- 
tion and motivation insofar as possible. 


Material 


This study is based on data derived from 47 
adults who had sustained unilateral injury to the 
knee during the course of athletic pursuits. Most 
of the group (30) were college-age adults; the rest 
ranged from this age up to that of 64 years. Forty 
were men. Not all were necessarily injured in 
competitive sports. The classification of injury was 
as follows: collateral ligament sprain, 20; traumatic 
synovitis, 5; postmeniscectomy, 12; and _ postfrac- 
ture, 10. 
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Results 


Because the strength of each person is strictly an 
individual matter, it was impossible to average 
strength by groups or injury in any meaningful 
sense. Nevertheless, as a group, the athletes were 
stronger initially on both normal and injured sides 
than were those who did not habitually engage in 
strenuous physical exertion. There was no sex dif- 
ference in this respect, nor did age apparently make 
any difference. 

The 1.25-Ib. increment unit, determined in nor- 
mal persons * as the added amount which could be 
lifted each time, was equally applicable to the sub- 
jects with injury status. Nearly all of the subjects 
increased the strength of the quadriceps femoris by 
the increment unit at each exercise effort, as shown 
in figure 1. In fact, the lack of such regular response 
invited careful consideration of psychological fac- 
tors to account for this; among these factors may 
be mentioned lack of motivation, apprehension, 
fear of further injury, pain, and malingering. Usu- 
ally these psychological factors could be resolved 
by explanation and reassurance. 

The upper limit of strength so induced also ap- 
peared to be of psychological origin. All subjects, 
normal * or injured, commented that further increase 
in strength was impossible because of an ill-defined 
but universally expressed fear of impending dam- 
age to the knee structures if an added weight 
increment should be attempted. This “ceiling” was 
constant and apparently valid, since it could not be 
exceeded in a given person even when he did not 
know that a supramaximal weight lift was being 
attempted. It is of interest also that the initial 
maximum could not be exceeded if there was the 
feeling of impending harm to the knee, were heav- 
ier weights to be lifted. With resolution of this 
attitude, the inhibitory influence was removed and 
the usual strength induction curve was developed. 

With one exception, all patients in this group 
became asymptomatic after no more than 10 exer- 
cise attempts. One subject, initially given the diag- 
nosis of a sprain of the medial collateral ligament, 
complained of increasing pain with each weight 
lift. Subsequent arthrotomy disclosed a fracture of 
the medial meniscus and this section of the carti- 
lage was removed; the postoperative course of 
exercise in this patient was the same as that in 
others of the series. The absence of subjective 
complaints led a number of patients who were col- 
lege students to discontinue the exercise procedure 
and to resume their usual athletic pursuits. It is 
fairly certain that they remained asymptomatic, or 
they would have been seen in the student health 
service. 

The phenomenon of cross tion was repeat- 
edly demonstrated in this group. In normal persons 
the strength curve of the unexercised extremity 
should keep pace with that of the exercised ex- 
tremity.* Attempts were made to utilize this phe- 
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nomenon in an effort to delay the weakening effect 
of trauma and enforced inactivity. These results, 
largely negative, may be summarized by reports 
of three cases. 

CasE 1.—A 20-year-old woman suffered a sprain 
of the medial collateral ligament of the left knee 
when she collided with other players during a 
basketball game. Brief maximal isotonic exercise of 
the left quadriceps was begun on the day after the 
injury. Figure 1 illustrates the response to such 
exercise. A cross-education effect on the uninvolved 
extremity was noted during the forepart of the 
exercise experiment. However, when the ceiling 
maximum was reached on the side of injury, daily 
exercise of and increase in strength in the unin- 
volved extremity resulted in no apparent further 
change in strength on the side of injury. In other 
words, the ceiling maximum is constant and not 
subject to further change. 

2.—A 21-year-old male athlete underwent 
an arthrotomy for a fractured medial meniscus of 
the left knee. On the second postoperative dav the 
brief maximal isotonic exercise was begun to the 
right (uninjured) quadriceps. The graph to the 
right in figure 2 illustrates the strength findings. 
When the cast was removed the quadriceps of the 
involved extremity was quite weak, although the 
strength of the normal extremity had increased 35% 
over the initial value. After the initial psychological 
barriers were overcome, with regard to exercising 
the involved side, the strength induction curve on 
this side paralleled the much greater strength 
curve of the normal extremity. There was, there- 
fore, no evidence of transfer of neuromuscular 
capacity to the involved extremity during its pe- 
riod of immobilization. 

Case 3.—A 19-vear-old male athlete sustained an 
arthrotomy for a fractured medial meniscus of the 
right knee. Brief maximal isotonic exercise of the 
left (uninvolved) quadriceps was begun on the 
third postoperative day. The graph to the left in 
figure 2 demonstrates the exercise responses in this 
case. As with the patient in case 2, there was no 
conclusive evidence that exercise of the uninvolved 
extremity had any salutory effect on the injured 
extremity. Further, the subsequent development of 
pain on effort resulted in prompt additional func- 
tional loss of strength which required an additional 
two-week period of exercise for recovery. It should 
also be noted that, although the strength of the 
involved extremity was increasing at the usual rate, 
there was no evidence of further increase in strength 
of the normal extremity, which apparently had 
already reached ceiling maximal strength. 

Several incidental observations should be sum- 
marized. Tremor was one of the first symptoms to 
disappear. Although quadriceps atrophy, when 
present, was rapidly resolved during the exercise 
period, muscular hypertrophy was never seen clini- 
cally; this was true even though some subjects were 
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able to lift the relatively enormous weight of 125 
Ib. (57 kg.). Each weight lifted taxed the person’s 
strength and determination (at times colored by 
considerable intrapersonal conflict), yet there was 
no postexercise sense of fatigue, stiffness, or pain 
that did not exist prior to each exercise period. 
Despite the obvious increase in strength, there was 
no feeling of increased strength, rather only a nor- 
mal attitude of confidence and security in the part. 
Finally, each quadriceps seemingly is independent 
of the other with respect to initial and final 


strength. 
Conclusions 


In a series of 47 patients with unilateral injury 
to the knee the quadriceps femoris was loaded 
isotonically and maintained at maximal contraction 
for five seconds. An increment unit of 1.25 Ib. (0.63 
kg.) was added to the amount of the preceding lift 
at each successive period. This increment unit ap- 
peared to be constant, regardless of the initial 
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Fig. 2.—Induction of strength after arthrotomy for frac- 
tured medial meniscus, showing failure to demonstrate 
significant cross-education effect. Data are charted by at- 
tempts. 


strength or weakness of the muscle clinically, and 
was regarded as neurogenic in origin. The maximal 
strength so achieved was limited by psychological 
factors. Use of this method made possible the 
rapid resolution of subjective symptoms of pain, 
stiffness, and the feeling of insecurity after a vari- 
ety of athletic injuries to the knee structures. The 
phenomenon of cross-education appeared to be of 
no value clinically. 
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REPORT OF ACTIVITY OF THE AMERICAN MEDICAL 
ASSOCIATION COMMITTEE ON INJURY IN SPORTS 


Allen J. Ryan, M.D., Meriden, Conn. 


Physicians in the United States have been active 
as sportsmen and as medical advisers to athletes 
since the beginning of organized athletics. Until 
recently there was no organized approach, how- 
ever, on the part of medical associations or societies 
to the problems of sports medicine. This is in dis- 
tinct contrast to the situation in Europe, where 
well-defined programs have been in existence for 
so many years that this branch of medicine has 
become a specialty in itself. 

The original suggestion for the establishment of 
a Committee on Injury in Sports was made at a 
meeting of the Board of Trustees of the American 
Medical Association in December, 1953. Explora- 
tory contacts were made and letters sent to inter- 
ested physicians, which resulted in the appointment 
of such a committee under the chairmanship of 
Dr. Augustus Thorndike of Boston in 1954. The first 
meeting of the Committee took place in Chicago in 
June, 1956. Since that time the Committee has met 
regularly twice a year, in different parts of the 
United States, and has undergone a few changes in 
its membership. Fred Hein, Ph.D., of the Bureau of 
Health Education, has served as secretary to the 
Committee. 

Considerable thought and discussion were de- 
voted, prior and subsequent to the first meeting, to 
the nature of the role which this Committee should 
play. Would it be a passive spectator of events in 
the field, noting progress and problems and answer- 
ing requests, or should it take an active part in 
making inquiries itself, setting standards and shap- 
ing events in the process of its activities? The de- 
cision was gradually reached to become active. 
Since then, the press of developments has resulted 
in constant year-round activity conducted through 
the staff secretary and the Chairman by correspond- 
ence with the Committee members between meet- 


ings. 

Although it is perhaps a little premature to speak 
about accomplishments in a field in which so much 
remains to be done, the scope of the problems with 
which the Committee is dealing may best be under- 
stood by considering what has been done and what 
is in progress. Most important of all, in whatever 
has been attempted so far, has been the enthusiastic 
response and excellent cooperation received from 
representatives of the sports world, both amateur 
and professional, educational institutions, and the 
members of the medical profession as a whole by 
this Committee. 


_— in the Symposium on Athletic Injuries before the Joint Meeting 


the American Medical Association, Atlantic City, June 12, 1959. 


One of the first problems which came to the 
attention of this Committee was that of the appar- 
ently increasing number of serious and even fatal 
head injuries occurring in football players. Contact 
was made with a research program on the subject 
of protective headgear for all purposes being car- 
ried out at Cornell University under the direction 
of George Dye, Ph.D. Discussion with representa- 
tives of the larger manufacturers of football head- 
gear followed, and subsequently a visit was made 
to the laboratory of sports medicine at Michigan 
State University where headgear research was be- 
ing carried out under the direction of Henry Mon- 
toye, Ph.D. Progress has been made, not as the 
result of this Committee’s efforts, let it be said, but 


with its active encouragement, in the production of 


a new, safer type of football helmet. It is hoped for 
the future that a set of test standards will be 
arrived at to serve as guides for the manufacture 
of even safer helmets. In the meantime, the Com- 
mittee is emphasizing to those concerned the im- 
portance of buying the best head protection avail- 
able and of cultivating serious respect for any type 
of head injury occurring in practice or game and 
in the treatment and aftercare thereof. 

This approach to this particular problem inaugu- 
rated the practice of making one meeting each 
year a visit to one of the university centers where 
active programs of research into the physiology of 
sports activities are being conducted. In 1958 the 
Committee visited Springfield University, where the 
program was arranged by Dr. Peter Karpovich in 
his laboratory. The Committee hopes not only to 
keep informed of what is happening in such pro- 
grams but to encourage the development of new 
programs, where appropriate facilities and quali- 
fied personnel exist. 

As the scope of its inquiries widened, the Com- 
mittee made contacts with the National Collegiate 
Athletic Association (NCAA), the National Asso- 
ciation of Intercollegiate Athletic Associations 
(NAIAA), and the National Federation of High 
School Athletic Associations (NFHSAA). These con- 
tacts have been most rewarding, and they are all 
bearing fruit. 

In the first instance, NCAA appointed a special 
committee of its own on sports injuries and included 
the Chairman of the A. M. A. Committee as one of 
its members. This committee has been very active 
since its inception in planning and conducting a 
national survey of football injuries and another of 
training-room facilities. It is currently embarking 
on a cooperative study of training methods with 
the American Olympic Committee. It has cooper- 


and the Section on Physical Medicine at the 108th Annual Meeting of 
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ated with the A. M. A. in a survey of amphetamine 
usage among athletes and in the dissemination of 
the “Bill of Rights for College Athletes” to all of its 
member colleges. In these two latter projects the 
NAIAA has likewise cooperated. 

The “Bill of Rights for College Athletes” was 
developed by the Committee from an idea sug- 
gested by one of its members, Dr. Thomas B. 
Quigley of Boston. It is reproduced here in its 
entirety because it represents the Committee's 
philosophy of correct conditions for participation 
in amateur athletic events. 


Bill of Rights for the College Athlete 


Participation in college athletics is a privilege 
involving both responsibilities and rights. The ath- 
lete has the responsibility to play fair, to give his 
best, to keep in training, and to conduct himself 
with credit to his sport and his school. In turn he 
has the right to optimal protection against injury 
as this may be assured through good technical 
instruction, proper regulation and conditions of 
play, and adequate health supervision. 

Good Coaching.—The importance of good coach- 
ing in protecting the health and safety of athletes 
cannot be minimized. Technical instruction leading 
to skillful performance is a significant factor in 
lowering the incidence and decreasing the severity 
of injuries. Also, good coaching includes the dis- 
couregement of tactics, outside either the rules or 
the spirit of the rules, which mav increase the 
hazard and thus the incidence of injuries. 

Good Officiating.—The rules and regulations gov- 
ering athletic competition are made to protect 
players as well as to promote enjoyment of the 
game. To serve these ends effectively the rules of 
the game must be thoroughly understood by players 
as well as coaches and be properly interpreted and 
enforced by impartial and technically qualified 
officials. 

Good Equipment and Facilities.—There can be no 
question about the protection afforded by proper 
equipment and right facilities. Good equipment is 
now available and is being improved continually; 
the problem lies in the false economy of the use of 
cheap, worn, outmoded, or ill-fitting gear. Provision 
of proper areas for play and their careful main- 
tenance are equally important. 

Good Medical Care.—Good medical care for col- 
lege athletes includes, first, a thorough preseason 
history and physical examination—many of the 
sports tragedies which occur each vear are due to 
unrecognized health problems, and medical contra- 
indications to participation in contact sports must 
be respected; second, a physician present at all 
contests and readily available during practice ses- 
sions—it is unfair to leave to a trainer or coach 
decisions of whether an athlete should return to 
play or be removed from the game after injury, and 
in serious injuries the availability of a physician 
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may make the difference in preventing disability or 
even death; and third, medical control of the health 
aspects of athletics—in medical matters, the physi- 
cian’s authority should be absolute and unques- 
tioned. Today's coaches and trainers are happy to 
leave medical decisions to the medical profession, 
and they also assist in interpreting this principle to 
students and the public. 


Other Activities 


A similar program for high school athletes has 
been outlined under the title of “Safeguarding the 
Health of the High School Athlete.” This includes a 
series of proposed standards for safety in competi- 
tive athletics. There is also a guidebook for the hold- 
ing of local, countywide, or statewide conferences 
on this subject. The NFHSAA has been actively in- 
terested in this program and has further cooperated 
by conducting a sampling survey of health practices 
connected with athletic participation in its schools. 
The monthly bulletin of this organization contains 
a column on health in relation to sports which is 
prepared under the direction of this Committee. 
Currently there is under consideration a series of 
recommendations relating to the participation of 
students at the junior high school level in organized 
football contests. 

As the result of several inquiries and the specific 
interest of several members of the Committee, a 
statement was issued through the AMA News and 
both college athletic associations on the subject of 


“making weight” for wrestling and boxing events. 


Abuses of health involved in heroic weight reduc- 
tion measures followed by strenuous competition 
have sometimes resulted in serious illness. 

One member of the Committee participated in 
the revision of an important pamphlet published by 
the Bureau of Health Education, which is now en- 
titled “Exercise and Fitness.” This has a broad cir- 
culation among persons working in the field of 
health, physical education, and recreation. Empha- 
sis is placed on the importance of appropriate ex- 
ercise in producing and maintaining physical fitness. 

During the past year the Committee has co- 
operated with the United States Olympic Committee 
in making recommendations for medical personnel 
to serve at the coming winter and summer Olympic 
Games of 1960. This is the first occasion on which 
consultation has been sought with official repre- 
sentation of the profession on these selections. It 
represents an evident desire on the part of all con- 
cerned to see that our finest athletes get the best 
medical care. 

In June, 1958, at San Francisco the Committee 
presented, at the invitation of the Council on Scien- 
tific Assembly of the Annual Meeting of the Ameri- 
can Medical Association, a symposium on athletic 
injuries, their prevention and treatment. Guest lec- 
turers covered topics from skiing to skin-diving. The 
papers were subsequently published in THE 
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JournAL. In June, 1959, the Committee cooperated 
in the presentation of a similar symposium with the 
Section on Orthopedics at the annual meeting of the 
4. M. A. in Atlantic City. 

For the future, it is the hope of the Committee 
‘that within the scope of the A. M. A. a national 
organization of physicians interested in the relation- 
ship between sports and medicine, whether as team 
physicians, research investigators, active partici- 
pants, or merely fans of sport, may be established. 
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To this end it will continue to encourage informal 
meetings, presentations in connection with estab- 
lished formal meetings and congresses, publication 
of articles and essays, and active research, wherever 
these activities may be carried out. In this way there 
can be developed a program at least comparable 
and hopefully superior to any existing in other 
countries today. 


147 W. Main St. 


CLINICAL NOTES 


ALBUMINURIA AND HEMATURIA IN BOXERS 
Capt. Frank B. Flood (MC), U. S. Army (Res.) 


The literature contains only a few reports con- 
cerning albuminuria and hematuria in boxers. The 
first article, reporting on 103 boxers, appeared in 
1954.’ Since then, only one further study has been 
made, on a larger series of 764 fighters.” A recent 
Army boxing tournament at Fort Bliss, Texas, 
afforded the opportunity to study the problem 
further; the present study is the first report con- 
cerning amateur boxers. 


Materials and Method 


Forty-three paired specimens of urine were ob- 
tained from 35 boxers, one before and one imme- 
diately after each bout. Five boxers fought two 
bouts and one participated in three bouts. The 
urine specimens were tested for blood with the 
benzidine test and screened for albumin with use 
of Uristix strips. We used the criteria of Hepler ° 
who stated that results of the benzidine test for 
blood are considered positive only if the urine 
contains 12 or more erythrocytes per high-power 
field. Further, all results showing a trace of ben- 
zidine were considered to be negative for the 
purpose of this study, and only 1+ through 4+ 
readings were considered positive. If the Uristix 
strip test for albumin showed a positive result, 
Exton’s method* with use of sulfosalicylic acid 
was used as a check. This method verified the 
Uristix strip test in all cases; all trace readings were 
considered negative. 

The results of these tests are shown in the table. 
All Army boxers able to provide paired specimens 
were included in the study, save five with prebout 
albuminuria. All of these young men, with an aver- 
age age of 22 years, were considered in good health. 
All of them had had negative results of urinalysis 


From Fort Bliss, Texas, and the Department of Medicine, St. Vin- 
cent’s New York. 


on entrance into the service, and all had had re- 
peated physical examinations during and preceding 
the boxing tournaments. 

The large percentage of findings of significant 
albuminuria (10 out of 43 specimens, or 23%) in 
the prebout tests of the boxing matches under 
study may have been present as a result of partici- 
pation in recent bouts prior to the present study. 
Two boxers showed significant albuminuria (levels 
of 3+ or 4+) in each of two prebout specimens, 
respectively, and one showed a level of 4+ in one 
prebout analysis. If all boxers with urine specimens 
exhibiting prebout albuminuria are excluded from 
the study, then albuminuria developed in the sec- 
ond, i. e., the postbout, specimen in only 5 out of 
33 (15%) instances. Quantitatively, the average 
level of all findings of albumin was 2+ for prebout 
and 3+ for postbout urinalyses. 

Follow-up urinalyses one month later showed 
that all of the participants in this study had normal 
urine without evidence of albumin or blood. 


Comment 


Professional boxing has been termed “the na- 
tion’s most dangerous trade.” In addition to the 
real possibility of brain damage, the question of 
renal injury has been raised. 

Can exercise, with or without direct renal trauma, 
produce injury to the normal kidney? Strenuous 
exercise will produce renal ischemia as the renal 
plasma flow and filtration rate decrease in response 
to the demands for increased blood by voluntary 
muscle. Can the then anemic glomerulus leak pro- 
tein and red blood cells? If, in addition to ischemia, 
the previously normal kidney is insulted by direct 
trauma, will urinary abnormalities appear? 
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Amelar and Solomon ' first described these uri- 
nary abnormalities in a series of professional boxers. 
They estimated the number of kidney blows and 
counted the number of rounds, concluding that 
hematuria and albuminuria were related mainly 
to the duration of a match. Direct trauma appeared 
to play a lesser role, in that hematuria and albu- 
minuria progressed in step-like fashion as the 
number of rounds in the fight increased, irrespective 
of “kidney punches.”* They found that only 65% 
of these boxers exhibited hematuria from rounds 
1 to 6 whereas almost 90% showed renal bleeding 
during rounds 7 to 12. Albuminuria followed a 
similar pattern. Because of these findings, the 
authors recommend urinalysis as part of the pre- 
fight examination. 


Incidence of Albuminuria and Hematuria in Boxers 
No. of Paired Specimens* 


Present Amelar-and 
Study, Solomon,!  Kleiman,?+ 
Amateur Professional Professional 
xers 


Boxers Boxer 
‘(Pre {Positive 0 0 15(0.7%) 
fight |Negative 43 103 2,185 
Blood } 
Post { Positive 12(28%) 75( 73%) 415(27%) 
fight |Negative 31 28 1,108 
‘(Pre {Positive 0 0 
fight |Negative $33 108 
Albumin 
Post {Positive 70(68% ) 
fight |Negative 33 


*In present study 12 or more erythrocytes per high-power fleld con 
side positive: in studies by Amelar and Solomon and by Kleiman Sa or 
more erythrocytes per high-power field considered 
4682 boxers unable to provide postfight urine specimen 
$10 (28%) paired apueaaae exh hiting prefight albuminuria excluded. 


Kleiman’ in 1958 studied a larger group of 
boxers in regard to hematuria. His findings, based 
on urinalyses and, in 100 instances, intravenous 
pyelograms, led him to conclude that exercise alone 
probably will not cause hematuria in the normal 
kidney. However, there is evidence to suggest that 
the normal kidney can bleed and leak protein in 
the absence of detectable renal abnormalities. Cases 
of hematuria have occurred after nontraumatic ex- 
ercise ’; it appears unreasonable to assume that all 
of these cases were due to preexisting renal abnor- 
mality. The question will remain unsolved in the 
absence of pyelography in a larger series of fighters 
showing hematuria. It may be noted that Klei- 
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man’ found bleeding in 415 (27%) out of a total 
of 1,518 urine samples taken from professional 
boxers after a bout, whereas the present study 
determined that 12 (28%) of the 43 urine samples 
taken from the amateur Army boxers, who had 
participated in fewer fights, exhibited postbout 


hematuria. 

Summary 

Albuminuria occurred in 15% and hematuria in 
28% of a small series of amateur boxers who were 
studied by means of urinalyses prior to and after 
their respective bouts. A review of the literature 
shows our findings to be in agreement on the sta- 
tistical incidence of hematuria in boxers, as ob- 
tained in a larger series. On the other hand, the 
incidence of albuminuria in this study was much 
lower than in the larger series (15% versus 68%). 
If the criteria for determination of albuminuria 
and hematuria were less strict, the incidence would 
have been much higher. 

The question as to whether previously unde- 
tected renal abnormality or strenuous exercise, 
with or without direct renal trauma, causes hema- 
turia and albuminuria remains unsolved. All boxers, 
amateur and professional alike, should be required 
to have a urinalysis as part of the routine exami- 
nation preceding a match. 

The opinions and assertions contained herein are those of 


the author and are not to be construed as official or reflecting 
the _ of the Department of the Army or the Surgeon 
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131 levels in cow’s milk during a 16-month period ending September 1958, 


Rist in IODINE IN MILK.—On the basis of published data on iodine- 


the thyroid glands of average infants and children in the U.S. are estimated 

_ to have experienced over the last few years annual doses of about 0.1 rad to 0.2 rad 
from the radioiodine in fall-out. These doses are roughly one to two times the annual 
dose to such organs from natural background radiation. For a number of reasons, 
individual thyroid dose rates from fall-out are expected to show wide deviations 
from the average rate.—Abstract: Thyroid Radiation Doses from Fallout, E. B. 
Lewis, Proc. Natl. Acad. Sci. June, 1959, in Nuclear Science Abstracts, Sept. 30, 


1959. 
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| SPECIAL ARTICLE | 


PRIMER ON THE RHEUMATIC DISEASES 
PART III 
Prepared by a Committee of the American Rheumatism Association 


Arthritis due to Infection 


Any articulation, spinal or peripheral, may be- 
come the site of a septic process, the organism being 
introduced into the joint directly, by penetrating 
trauma or surgical procedures, or indirectly, through 
hematogenous spread from foci elsewhere in the 
body. Such blood stream seeding may be directly 
into synovial tissues or may enter the joint second- 
arily after infection of the adjacent bone marrow. 
In infants and children, prior to the closure of the 
epiphyses, the metaphyses are commonly the pri- 
mary locus of hematogenous dissemination. Al- 
though many infectious agents have been found 
responsible for infected joints, certain ones are so 
rare as to be of investigative interest only. The 
more common infecting organisms may be divided 
into two groups, those causing an acute fulminating 
type of infection and those engendering a low- 
grade chronic infection. 


Acute Infectious Arthritis (Acute Pyogenic or 
Septic Arthritis) 

This form of arthritis is usually caused by one of 
the pyogenic cocci, gonococcus, meningococcus, 
pneumococcus, staphylococcus, or streptococcus. 
Because of the widespread use of antibacterial 
agents it is less common now than formerly. On 
the other hand, the following types of acute infec- 
tious arthritis have recently attracted attention, 
either because of an increased frequency or be- 
cause of their difficulty in management: (1) that 
seen in premature infants, (2) that due to resistant 
strains of staphylococci, (3) that resulting from 
intra-articular injections or aspirations, and (4) that 
accompanying malignant disease complicated by 
infections with enteric organisms. 

Pathology.—The inflammatory reaction varies in 
character and severity with the nature of the or- 
ganism, state of the host, and duration of the 
infection. In more severe mppurative intec- 
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tions rapid lysis of the articular cartilage takes 
place, particularly at contact sites. Edema fluid and 
polymorp lear leukocytic exudate from syno- 
vial granulation tissue give rise to early effusion 
into the joint. Abscess formation in the synovial and 
subchondral tissues is frequently present, and mas- 
sive destruction of the joint tissues may occur. As 
the infection subsides. fibrous repair of the de- 
stroyed articular and synovial surfaces leads to 
ankylosis. 

Symptoms.—Acute infectious arthritis is usually 
monarticular. Symptoms of an acute inflammatory 
reaction come on abruptly and develop rapidly. The 
affected joint is red, hot, swollen, and exquisitely 
tender. Motion accentuates the pain and, if one of 
the articulations of the lower extremitv is involved, 
weight-bearing on that extremity is impossible. If 
the arthritis has developed from a hematogenous 
spread, a second or even multiple joints may later 
be involved. Involvement of the spinal articula- 
tions is uncommon. Concurrent systemic symptoms 
of fever, chills, sweats, malaise, and anorexia may 
occur. These are usually not severe but at times 
may be sufficient to overshadow the articular in- 
volvement. 

Laboratory Observations.—Elevated erythrocyte 
sedimentation rate and leukocytosis, with a rise in 
the percentage of polymorphonuclear cells, occur 
early in the condition. The synovial fluid is cloudy 
or frankly purulent, and the leukocytes may num- 
ber more than 100, 000 per cubic millimeter, with 
90% or more polymorp lear cells. The organ- 
ism causing the arthritis can usually be demon- 
strated by bacteriological studies (both smear and 
culture) of the aspirated synovial fluid and fre- 
quently may also be obtained from the blood. 

Roentgenographic Findings.—Roentg 
visible changes usually occur earlier in acute ‘septic 
arthritis than in the more chronic varieties. Osteo- 
porosis may be seen within a week and is some- 
times visible as soon as the patient reports for 
examination. If the disease remains untreated, evi- 
dence of cartilaginous destruction in the form of 
narrowed joint space may appear within two weeks, 
to be followed by osteomyelitis, periostitis, and 
epiphysitis. 

Diagnosis.—-The rapidly developing red, hot, 
swollen, painful, and tender joint of suppurative 
arthritis may be confused with gout, acute calcific 
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tendinitis, and occasionally rheumatic fever or 
rheumatoid arthritis. In the latter two conditions, 
however, the symptoms are usually polyarticular. 
Systemic symptoms in gout are usually less severe, 
and hyperuricemia will be noted. Acute calcific 
tendinitis presents a characteristic roentgenologic 
picture. In gonorrheal arthritis the history of an 
antecedent urethritis may be of assistance. Recov- 
ery of organisms from the blood or their demon- 
stration in the joint establishes the diagnosis. 

Treatment.—Treatment is directed along two 
lines: first, to control the systemic and -joint infec- 
tion and, second, to preserve the joint and its func- 
tion. For the control of sepsis, prompt bacteriologi- 
cal diagnosis with sensitivity studies is essential. 
Penicillin or one of the broad-spectrum antibiotics 
will usually be found effective. Against resistant 
staphylococci, however, erythromycin, chloram- 
phenicol (Chloromycetin), and kanamycin may be 
the currently preferred drug, but none is entirely 
effective and newer agents are being sought. Early 
and vigorous treatment is indicated. In addition to 
the systemic treatment local therapy is indicated 
also. Daily aspiration and irrigation with isotonic 
sodium chloride solution, followed by instillation 
of approximately 100,000 units of penicillin, will 
hasten the resolution of the local infection. Broad- 
spectrum antibiotics are usually too irritating to be 
used for intra-articular instillation. Open incision 
and drainage may be indicated. 

Immobilization of the joint by splint or traction, 
in order to control pain and maintain proper posi- 
tion, should be accomplished as soon as possible. 
This should be discontinued, however, as soon as 
the acute process subsides, lest adhesions and anky- 
losis develop. Judicious physical therapy in the 
form of warm compresses, gentle massage of the 
muscles above and below the involved joint, and 
active motion within the range of the patient's pain 
tolerance are instituted as early as possible in order 
to maintain optimum function. 

Prognosis.—Prognosis as to life is determined by 
the nature and severity of the systemic disease. 
Staphylococcic infections in hospitals have at times 
proved a particularly difficult problem, but even 
here the outlook is usually good. The prognosis for 
complete restoration of joint function depends pri- 
marily on the time lapse between the onset of 
symptoms and the institution of specific therapy. It 
is usually excellent if adequate therapy can be 
started within the first week; after the third week 
it is usually poor. Low-grade infections may be 
overlooked in infants, and irreparable damage may 
be done before specific therapy is instituted. 


Gonococcic Arthritis 
The marked decrease in the incidence of joint 
disease as a complication of gonorrhea is due to the 


continued effectiveness of penicillin, which cures 
95 to 97% of uncomplicated primary infections of 
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the urethra and the cervix. However, gonorrheal 
arthritis still occurs frequently enough and its clini- 
cal manifestations are sufficiently distinctive to 
warrant special considerations. After the primary 


_ infection a latent period of from 10 to 30 days may 


elapse before the arthritis develops. The onset is 
customarily sudden, with temperature elevation, 
malaise, and a polyarthralgia which may simulate 
acute rheumatic fever. Within a few days the joint 
involvement becomes monarticular, with a knee, 
ankle, or wrist being most often affected. Gonococci 
can frequently be recovered from the joint fluid but 
rarely from the blood; serologic tests are unreliable. 
If results of synovial fluid studies are negative, 
treatment is justified on a presumptive diagnosis 
based on a history of urethral discharge followed 
by characteristic joint involvement. Reiter’s syn- 
drome (discussed in the section Miscellaneous 
Arthritic Conditions) may cause confusion. The 
recommended treatment is administration of 800,- 
000 to 1 million units of penicillin daily for one 
week. If the patient is sensitive, or the organism 
resistant, to penicillin, a broad-spectrum antibiotic 
or sulfonamides are effective substitutes. Intra- 
articular injections of penicillin in doses of 100,000 
units may be used to supplement the systemic 
treatment but are rarely necessary. 
Chronic Infectious Arthritis 

This is the term used to indicate the arthritis 
produced by certain micro-organisms, which, in 
contrast to the acute fulminating course just de- 
scribed, is characterized by chronic, slowly devel- 
oping, but persistent joint disease. The term has 
nothing to do with rheumatoid arthritis, although it 
was formerly used as a synonym for that condition. 
Included in this group are infections due to Myco- 
bacterium tuberculosis, Treponema pallidum, Bru- 
cella organisms, enteric organisms, and certain 
fungi. Although all are usually monarticular, there 
are certain distinctive characteristics of the various 
arthritides making up this group. Each will there- 
fore be described as a separate entity. 


Arthritis and Spondylitis due to Tuberculosis 


Incidence.—Although tuberculosis of bones and 
joints is declining in the United States, it still de- 
velops in approximately 1 to 4% of patients who 
have other forms of tuberculosis. The bodies of the 
lower thoracic and upper lumbar vertebrae are the 
most common sites of tuberculous bone infection. 
Less frequently involved are the peripheral joints; 
when these are attacked, the lower limbs are more 
commonly affected than the upper. 

Etiology and Pathogenesis.—Tuberculosis in the 
United States is caused almost exclusively by the. 
human type of M. tuberculosis, the primary lesion 
developing in the lung through inhalation. From 
this focus the bacilli spread to the bronchopul- 
monary lymph nodes, where, under suitable circum- 
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stances, hematogenous dissemination to the spine 
or peripheral joints results. The primary focus may 
at times be so obscure that the bone disease appears 
to be primary. Despite the fact that persons receiv- 
ing treatment with adrenal steroids over a pro- 
tracted period must be constantly observed for the 
possible development of a new tuberculous infec- 
tion or a reactivation of an old one, no case of 
tuberculous arthritis arising in this manner has yet 
been reported. 

Pathology.—In the spine the earliest lesion is a 
small tuberculous focus which develops in the mar- 
row of the vertebral body. As the lesion increases 
in size and caseation occurs, it is referred to as a 
“cold abscess.” With continued growth the bone 
loses strength and collapses, permitting spread of 
the infectious material from the cold abscess along 
the anterior or posterior longitudinal ligaments, 
with destruction of intervertebral cartilage and 
involvement of the vertebrae proximal and distal to 
the original site. The contents of the tuberculous 
abscess may then dissect between fascial planes or 
muscle bundles and form a sinus discharging at a 
point distant from the seat of the main infection. 
Arrest of the condition, either spontaneously or with 
drug therapy, may bring about resolution of the 

ion and healing by fibrosis or bony union. 

In peripheral joints the subchondral area of bone 
is the most frequent site of the early manifestations 
of the disease. There, the tuberculous process un- 
dermines the articular cartilage and may eventually 
separate it, spreading to all articular and periarticu- 
lar tissues. As the disease progresses, the caseation 
may completely destroy the joint. Here, too, dis- 
charging sinuses may occur, although they are less 
frequent than in the spine. 

Clinical Features.—Tuberculosis of the bones and 
joints occurs most often in children under 15 years 
of age, although adults are not immune. It is more 
often associated with active tuberculosis of the 
lungs or genitourinary tract than with other foci 
within the body. A history of trauma preceding the 
onset of symptoms by six or eight weeks may be 
elicited in about 50% of cases. Involvement of the 
spine and peripheral joints concurrently is an ex- 
tremely rare condition. 

Tuberculosis of the Spine (Tuberculous Spondy- 
litis, Pott’s Disease).—The area usually affected in 
tuberculosis of the spine is between the sixth 
thoracic and the fifth lumbar vertebrae, and mul- 
tiple vertebral bodies. may be involved. Signs and 
symptoms consist of tenderness and muscle spasm 
over the affected area, weakness and pain often 
worse at night, rigidity, abnormalities in gait, and 
kyphotic deformity. Since the anterior margin of 
the vertebra is usually eroded first, this may lead to 
collapse and angulation of the spine which can be 
so severe as to compress the spinal cord, with re- 
sultant paralysis. The “cold abscess” described un- 
der Pathology may pursue one of several courses. 
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It may remain local, dissect along fascial planes 
producing a “psoas abscess,” appear externally in 
the inguinal region, or extend into the spinal canal, 
compressing the cord and producing a tuberculous 
meningitis. 

Tuberculosis of Peripheral Joints—In adults, the 
knees are the most common site of peripheral tuber- 
culous arthritis, while in children under 10 years 
of age hip involvement predominates. The onset is 
insidious, usually involving a single joint. Local 
swelling of the joint is noted, and palpation reveals 
a peculiar doughy feeling, with warmth but rarely 
redness; muscle spasm and atrophy are present, and 
finally limited motion. The course is progressive, 
but transient spontaneous remissions will occur. 
Regional lymph nodes (called “scrofulous nodes”) 
are frequently involved, with swelling but minimal 
tenderness. In children the earliest symptom is a 
limp, slight in the morning on arising but gradu- 
ally increasing during the day as activities increase. 
Later there may be pain in the thigh and knee, 
muscle atrophy, and finally limitation of motion. 

Laboratory Examination.--Tubercle bacilli may 
be found in the synovial tissue or in exudate from 
a cold abscess or sinus; they are found less fre- 
quently in the synovial fluid. They may be demon- 
strated by smear but are more often recovered by 
culture or after inoculation of suitable material into 
a guinea pig. The total cell count of the synovial 
fluid may exceed 100,000 per cubic millimeter. 
Although there may be more lymphocytes and 
monocytes than in other types of arthritis, the 
differential blood cell count is not specific. The 
protein content of the fluid is increased and the 
sugar decreased. Tuberculosis should therefore be 
suspected in an effusion of short duration if the 

ovial fluid analysis reveals a moderately low 
total white blood cell count, few polymorphonu- 
clear cells, a low sugar level, and a high protein 
content. Biopsy of the synovial tissue or regional 
lymph nodes will usually demonstrate tubercles and 
acid-fast bacilli. In tuberculosis of the hip the deep 
inguinal lymph nodes are often involved, while 
tuberculosis of the wrist and hand will usually 
involve the epitrochlear glands. A positive result of 
a tuberculin skin test is only suggestive, but a 
negative reaction is strong evidence against the 
diagnosis of tuberculous arthritis. 

Roentgenologic Examination.—In the peripheral 
joints the first roentgenologic evidence of tuber- 
culous involvement is osteoporosis, accompanied 
by periarticular swelling. This is followed by mar- 
ginal erosion, then thinning and interruption of the 
articular cartilage. The joint space itself may be 
preserved until late in the disease. In the advanced 
stage there is subchondral bone destruction and 
narrowing of the joint space. Spinal involvement 
presents evidence of bone erosion within the verte- 
brae, followed by destruction of the intervertebral 
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cartilage and collapse of the bone, with increasing 
kyphosis of the spine. The shadow of a large 
caseous mass is frequently noted. 

Course and Prognosis.—The introduction of spe- 
cific therapy in recent years has led to a consider- 
ably improved prognosis. Unfortunately, however, 
the indolent character of the infection may result 
in considerable progress of the disease before the 
diagnosis is established. Unless checked, tubercu- 
lous arthritis follows a protracted course, leading 
to progressive destruction of bone and articular 
structures and not infrequently to disseminated 
disease. While spontaneous remissions and exacer- 
bations are common, recovery of full joint function 
is rare. Tuberculosis of the spine carries a decidedly 
graver prognosis, because of its ability to produce 
spinal cord compression with paralysis or menin- 
gitis. As in other forms of tuberculosis, amyloidosis 
may be an end-result. 

Treatment.—General principles of treatment of 
tuberculous arthritis consist of (1) the use of anti- 
biotics and chemotherapeutic agents, (2) immo- 
bilization of the joint in a comfortable position, 
(3) prolonged rest and supportive measures, and 
(4) surgery when indicated. In order to carry out 
the treatment program effectively the combined 
efforts of the rheumatologist, internist, and orthope- 
dist are necessary. 

Specific antituberculosis drugs are indicated in 


every case of tuberculous arthritis and spondylitis. | 


Streptomycin, combined with either para-amino- 
salicylic acid or isoniazid, or both, may be the sole 
treatment in some cases, but more often these are 
necessary as adjuncts to surgery. Drug therapy must 
be continued for a minimum period of six months, 
with one year closer to the ideal. The usual dose of 
streptomycin is 3 to 5 Gm. weekly by intramuscular 
injection, while 12 Gm. of para-aminosalicylic acid 
is usually given orally each day. Isoniazid is given 
in an oral dose of 300 to 500 mg. daily. 

Surgery may take the form of incision and drain- 
age of tuberculous abscesses; total or partial syno- 
vectomy, with the removal of debris from the joint 
area; joint fusion; or even amputation. Operation 
of some type is necessary in almost every adult 
patient with tuberculous arthritis, but children 
may be treated successfully by means of immobili- 
zation, antituberculosis drugs, rest, and supportive 
measures. The decisions of whether or not operative 
intervention is indicated and the exact surgical 
procedure to be employed are primarily orthopedic 
responsibilities. 


Syphilitic Arthritis 

The incidence of syphilitic joint disease has been 
declining steadily because of intensive educational 
programs and more effective therapy of early 
syphilis. When it does occur it is usually a manifes- 
tation of congenital syphilis or of neurovascular 
tertiary syphilis. Direct invasion of the joint itself 
by T. pallidum is virtually unknown. 
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Congenital syphilis may be manifested in the 
joints in one of the two following ways. 1. Acute 
epiphysitis or osteochondritis usually occurs in the 
first three weeks of life, affects the upper end of the 
humerus most commonly, and results in flaccidity 
of the arm (Parrot’s pseudoparalysis). It is charac- 
terized by inflammatory changes and resulting ir- 
regularity of the epiphysial line and_periostitis. 
2. “Clutton’s joints” is a painless bilateral synovitis 
of the knee developing in children between the 
ages of 8 and 16 years. Acquired syphilis may, in- 
frequently, during the secondary stage, mimic rhéeu- 
matic fever or rheumatoid arthritis in the produc- 
tion of arthralgia, synovitis, hydrarthrosis, and 
tenosynovitis. 

The most common form of syphilitic arthritis 
(which still makes up only a small percentage of 
the total cases seen in any rheumatology clinic) 
is that found in conjunction with tertiary syphilis 
and called “Charcot’s joint.” In this condition the 
joint changes are secondary to the spinal cord in- 
volvement of tabes dorsalis. Occurring usually in 
the joints of the lower extremity, this type of arthri- 
tis is characterized by gradual painless enlarge- 
ment, usually of a single joint. The soft spongy 
enlargement may reach tremendous size, in which 
case prominent deformity occurs. Not only pain 
but other sensation may be lost. Roentgenography 
will demonstrate complete dissolution of the joint 
and marked remolding of the adjacent bone sur- 
faces. (This entity is discussed more fully under 
Neurogenic Arthropathy in the section on Miscel- 
laneous Arthritic Conditions.) 

Diagnosis.—The diagnosis of syphilitic arthritis is 
made primarily on the basis of the characteristic 
clinical pattern, supported by other stigmata of 
syphilitic infection, plus positive serologic or spinal 
fluid findings. The laboratory data, while helpful, 
cannot be used as the sole criterion, since false- 
positive and false-negative results occur. 

Treatment.—Although “Charcot’s joint” will not 
be benefited, other forms of syphilitic bone and 
joint disease should be treated with standard anti- 
syphilitic therapy. Penicillin remains the preferred 
drug. The usual course of treatment consists of 
administration of 6 million units of a depot type 
of penicillin over a 10-day period. On occasion it 
may need to be repeated. 


Incidence.—The incidence of brucellosis, like that 
of many other infectious diseases, is apparently 
declining, due more to intensive control measures 
of the reservoir hosts than to currently available 
therapeutic measures, which are still quite im- 
perfect. Arthritis complicating brucellosis is now 
felt to be a rather rare condition. Although Brucella 
melitensis is the organism most likely to produce 
bone and joint infection, it accounts for only about 
10% of generalized brucellosis in the United States. 
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Symptoms.—Spondylitis is an occasional late 
manifestation of brucellosis. The symptoms, signs, 
and roentgenologic changes are similar to those of 
tuberculosis, except that paravertebral abscesses 
with sinus drainage are less frequent. The lower 
thoracic and upper lumbar vertebrae are most 
often affected, and destruction of the body of the 
vertebrae, as well as of the intervertebral disk, may 
occur. Generalized, and often severe, muscle and 
joint aches and pains, usually diagnosed as fibrosi- 
tis, may occur during the acute or chronic stage. 
True synovitis is rare. 

' Diagnosis.—The diagnosis of brucellosis in gen- 
eral, and of arthritis or fibrositis secondary to it, is 
fraught with difficulty. A positive blood culture is 
the main diagnostic eyidence that the disease 
exists, but frequently this cannot be obtained. An 
agglutination titer of 1:320 or greater in the pres- 
ence of symptoms of the disease is usually con- 
sidered diagnostic, although this, too, is open to 
question. The opsonocytophagic index and the skin 
test result are not reliable. 

Treatment.—The most widely used treatment at 
the present time consists of the concurrent admin- 
istration of either chlortetracycline (Aureomycin ) 
or oxytetracycline (Terramycin ) orally, with strep- 
tomycin given intramuscularly. The dose of the 
former is usually 0.5 Gm. four times daily and of 
the latter 1 Gm. per day. The course of treatment 
must be continued for at least 21 days. It is not 
always effective, and other wide-spectrum anti- 
biotics are being investigated. 

Arthritis due to Mycotic Infections 

C idioid Y is.—C idioid ycosis is en- 
demic in the southwestern part of the United States 
but, as a result of modern transportation, patients 
with the disease are being seen with increasing 
frequency in many other localities. The causative 
agent is the Coccidioides immitis, which gains en- 
trance to the body through the respiratory tract. 
The disease takes one of two forms, that of a benign 
pulmonary infection or that of a chronic progres- 
sive systemic infection. 

Symptoms: Muscle and joint pains, often asso- 
ciated with erythema nodosum and called “desert 
rheumatism,” occur in about one-third of pulmonary 
cases. Affected joints are painful, tender, slightly 
swollen, but without effusion. This subsides com- 
pletely within six weeks. At a later date persistent 
arthritis may develop, frequently at the site of 
trauma. The infected joint becomes swollen with 
increased synovial fluid, is moderately painful and 
tender, and, when in the lower extremity, is the 
seat of pain on weight-bearing. Such a low-grade 
monarticular arthritis may persist for years. De- 
structive lesions may also occur in epiphysial bone. 

Diagnosis: The coccidioidin skin test result 
usually becomes positive after the primary infection 
_ but is frequently negative with the disseminated 
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disease. A positive result of the complement-fixation 
test indicates dissemination of the disease. Diag- 
nosis of the systemic disease is established by 
demonstration of the organism in sputum, pus, 
pleural or spinal fluid, or gastric washings, while 
etiology of the arthritis is best proved by synovial 
biopsy. 

Treatment: Administration of amphotericin B 
is currently used, although results are not uniformly 
satisfactory. 

Actinomycosis.—Actinomyces bovis affects pri- 
marily the mandible but may also affect the thoracic 
spine. It produces many small abscess cavities in 
the spine and may be mistaken for tuberculosis of 
the spine. Administration of large daily doses of 
penicillin (6 to 12 million units) combined with 
surgical drainage of sinus tracts and abscesses has 
constituted the most successful treatment. 

Other pathogenic fungi, including Blastomycosis 
dermatitidis, Cryptococcus neoformans, and Histo- 
plasma capsulatum may, rarely, produce bone or 
joint disease. 

Arthritis due to Virus Infection 


In a few instances transient arthritis affecting 
peripheral joints may be related to viral disease and 
may be seen in cases of mumps, influenza, and 
epidemic hepatitis and after smallpox vaccinations. 
A self-limited arthritis, lasting for about 10 days 
and involving primarily the small and medium-sized 
joints, may accompany rubella. A chronic monarth- 
ritis or polyarthritis may accompany venereal 
lymphogranuloma (lymphopathia venereum). There 
is usually no destruction of cartilage or bone. The 
result of the Frei test is positive in most cases and 
affords, with serologic tests, the best means of 
diagnosis. 

Miscellaneous Arthritic Conditions 

Although rheumatic fever, rheumatoid arthritis, 
osteoarthritis, and gout make up the majority of 
cases of true arthritis seen in any rheumatology 
clinic, there are other, less common, diseases in 
which articular structures are involved. Since they 
frequently present symptoms similar to the four 
major types, a clear understanding of these condi- 
tions is necessary for adequate differential diag- 


nosis. A brief discussion of each is therefore in- 
cluded in this primer. 
Reiter's Syndrome 

Reiter's syndrome is characterized by the triad 
of arthritis, urethritis, and conjunctivitis. Many 
cases will also be accompanied by a dermatitis, 
involving particularly the hands or feet and re- 
sembling keratodermia blennorrhagica or pustular 
psoriasis. Adult males are mainly affected. 

The etiology of the disease is unknown. Although 
pleuropneumonia-like organisms (PPLO) have been 
cultured from the urethral discharge in some cases, 
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they cannot be found in most, and, on the other 
hand, may be found in the urethras of persons show- 
ing no evidence of the disease. Viral infections, 
although often suspected, have never been proved 
to be related to the condition. 

Although symptoms in any of the three major 
systems listed may precede the others, the full 
triad is usually developed within 10 to 14 days 
after the onset. Monarticular arthritis occasionally 
occurs, but an asymmetrical polyarthritis with a 
predilection for the knees and ankles is most fre- 
quent. Periostitis, especially of the tendo calcaneus, 
giving rise to heel tenderness, is common. The 
urethritis commonly appears with a persistent thin, 
watery discharge. A concurrent gonorrheal urethri- 
tis may cause confusion. This, however, is usually 
thick and purulent and responds to penicillin 
therapy, leaving the thinner persistent mucoid dis- 
charge of Reiter’s syndrome. The conjunctivitis 
varies in intensity from a mild painless reddening to 
intense involvement complicated by iritis and oc- 
casionally corneal ulceration. The disease is usually 
self-limited, subsiding in 4 to 10 weeks, although 
it may at times be subject to recurrences. Occasional 
cases progress to true rheumatoid arthritis or 
ankylosing spondylitis. 

There are no specific laboratory findings. The 
sedimentation rate and white blood cell count are 
usually elevated, while the urine may contain white 
blood cells, red blood cells, and albumin. Blood 
cultures give negative results, as do urethral cul- 
tures, except for the occasional one positive for PPL 
organisms; joint cultures and smears give negative 
results also. The anatomic changes in the synovial 
tissues are those of nonspecific chronic inflamma- 
tion, with moderate infiltration of lymphocytes and 
plasma cells as well as some fibrosis. Roentgeno- 
grams are normal initially but may later show bone 
erosion and osteoporosis, progressing in the persis- 
tent cases to narrowing of the joint space indicative 
of articular destruction. 

Treatment is primarily symptomatic; although 
streptomycin and broad-spectrum antibiotics may 
appear to be helpful, their use is often disappoint- 
ing. Hyperthermia, while still used in some clinics, 
is less popular than formerly. Steroid therapy will 
bring about prompt reversal of the inflammatory 
articular signs and in some patients would appear 
to shorten the duration of the syndrome; others 
progress to a chronic condition despite all modes 
of therapy. 

Palindromic Rheumatism 


Palindromic rheumatism is characterized by fre- 
quent attacks of acute short-lived arthritis, recur- 
ring at irregular intervals during many years 
without residual joint damage. The metacarpophal- 
angeal and the proximal interphalangeal joints are 
the most frequently involved, but any peripheral 
joints may develop symptoms as may soft tissues at 
certain sites such as the heels, soles, and finger pads. 
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Attacks come on rapidly and unpredictably, the 
involved articulations showing redness, heat, swell- 
ing, and tenderness. These persist for from several 
hours to several days and subside completely, to 
recur within a matter of days or months. Despite 
hundreds of such attacks over many years perma- 
nent articular damage does not occur. 3 

Early attacks may be confused with gout, but 
the greater pain and the predilection for the larger 
joints in that disease usually suggests the diagnosis. 
Certain cases of rheumatoid arthritis will start with 
a similar palindromic type of syndrome, progressing 
after several months or years to a chronic rheuma- 
toid state. The cause of palindromic rheumatism is 
unknown. Histamine desensitization has been of 
assistance in a small percentage of patients, sug- 
gesting that some cases may be allergic in nature. 
Symptomatic treatment is usually sufficient; therapy 
with gold has been employed successfully in pa- 
tients with protracted cases. 


Intermittent Hydrarthrosis 


The diagnosis of intermittent hydrarthrosis de- 
pends on the finding of recurring painless joint 
effusions, especially in the knee, without systemic 
manifestations. The condition is rare; indeed, some 
question the existence of such an entity. Attacks may 
occur at regular intervals and last from several 
hours to several days. Other causes of hydrarthrosis, 
such as early rheumatoid arthritis, infectious arth- 
ritis, and trauma, should be ruled out before the 
diagnosis is made. Conservative treatment, includ- 
ing use of salicylates, heat, and rest, is usually 
adequate. 

Neurogenic Arthropathy 

Neurogenic arthropathy is the term used to desig- 
nate the enlarged painless joints occurring as a 
result of nerve injury or disease. They are commonly 
referred to as “Charcot’s joints.” The tabetic joint 
of tertiary syphilis is the best-known example of this 
condition. The condition, however, is also seen in 
patients with diabetes, syringomyelia, pernicious 
anemia, leprosy, spinal cord transection, and 
peripheral nerve injuries. The underlying patho- 
logical lesion is a sensory neural defect which may 
reside in the spinal cord, posterior ganglion, or 
peripheral nerves and results in diminution or ab- 
sence of proprioception, pain, and temperature 
perception. Injury to the joint occurs because of this 
loss of sensitivity and the lack of support normally 
contributed by muscle tone and reflexes. A severe 
traumatic osteoarthritis ensues. This is characterized 
by extensive erosion of the articular surfaces, for- 
mation of massive epiarticular osteophytes, remold- 
ing of the joint contours, and production of loose 
bodies. Trauma, even of such minor degree as may 
occur in walking or other normal use, may initiate 
this degenerative process. 
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Clinically, the condition starts slowly and pain- 
lessly with abnormalities of gait, since the knees 
and ankles are most commonly involved. The full 
“Charcot’s joint” may then develop rather rapidly, 
giving a mushy, boggy feeling to the palpating 
hand. Disability results from mechanical derange- 
ment. Roentgenography shows decrease in the joint 
space, with irregularity and deformity of the articu- 
lating bony margins and remolding of the bone. 
osteophyte production, and bony resorption. Treat- 
ment should be of the underlying condition plus 
mechanical devices designed to assist in weight- 
bearing. Amputation may be necessary. 


Pulmonary Osteoarthropathy 


Clubbing of the fingers, together with an ossify- 
ing periostitis, usually of the long bones in the 
region of the wrists and ankles, constitutes the en- 
tity of pulmonary osteoarthropathy. It is to be 
distinguished from benign and _heredofamilial 
clubbing, which is asymptomatic except for the 
unsightly cosmetic effect. An acute inflammatory 
reaction may develop in the peripheral joints, par- 
ticularly in the region of the knees, wrists, and 
interphalangeal joints, producing a syndrome simu- 
lating rheumatoid arthritis. The condition may arise 
from hepatic and gastrointestinal conditions, as well 
as from numerous intrathoracic conditions, con- 
genital and acquired, acute or chronic, the most 
significant of which is bronchogenic carcinoma. 
Correction of the intrathoracic condition (including 
removal of certain benign and malignant tumors ) 
brings about prompt remission of the articular 
symptoms and, at times, disappearance of the 
clubbing and periosteal elevations. 

Psoriatic Arthritis 

Although some patients with rheumatoid arth- 
ritis suffer from concurrent but apparently un- 
related psoriasis, others develop such an intimate 
relationship between the two diseases as to suggest 
more than a casual connection. All authorities are 
not in agreement, but the following three criteria 
are usually suggested as necessary to the diagnosis 
of “psoriatic arthritis’: 1. Exacerbations and _re- 
missions of the two diseases coincide (although the 
original appearance of either may precede the other 
by many years). 2. The distal interphalangeal joints 
are involved. 3. Resorption of bone occurs at the 
articular margins. In general, the treatment of 
psoriatic arthritis is similar to that of rheumatoid 
arthritis. However, because of the possibility of 
exciting skin lesions, gold therapy must be used 
with caution. Treatment with steroids, particularly 
triamcinolone, is of value in relieving the skin con- 
dition; severe exacerbations may, however, attend 
withdrawal. 

New Growths 


Benign or malignant tumors of joint structures, 
either primary or metastatic, are rare. Synoviomas 
have the malignant character of sarcomas of other 
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locations. Diagnosis is established by biopsy but 
difficulties are encountered on occasion in dis- 
tinguishing them from certain non-neoplastic 
lesions. This is particularly true in the case of nodu- 
lar synovitis (pigmented villonodular synovitis). 
The latter condition has certain characteristics of a 
benign neoplasm and of an inflammatory reaction. 
There is much hemosiderin deposition in the 
synovial tissues, in addition to giant and xanthoma 
cell infiltrations. Much of this represents a reaction 
to intra-articular hemorrhage, but the ultimate 
origin of the condition is uncertain. Most cases 
occur in the knee. Related to nodular synovitis is 
the relatively common tendon sheath tumor (in- 
cluding the giant cell tumor of tendon sheaths). 
The flexor tendons of the fingers are most often in- 
volved. Synovial osteochondromatosis is a rare 
benign condition in which there is an apparently 
primary hypertrophic formation of small nodules of 
cartilage and bone within synovial villi. The 
nodules are radiopaque and thus produce a char- 
acteristic roentgenogram. They may break off into 
the joint space and cause a secondary osteoarthritis. 
The knee and elbow are affected most often. Articu- 
lar complaints in leukemias may result from leuke- 
mic infiltration of the synovial or para-articular 
tissues as well as intra-articular hemorrhage. 


Aseptic Necrosis of Bone 


Although bone is relatively resistant to ischemic 
necrosis, because of its multiple sources of arterial 
supply, infarction may follow total interruption of 
blood flow such as occasionally occurs in fractures 
of the neck of the femur. Bone infarcts also occur at 
times in the absence of demonstrable vascular em- 
barrassment. Such infarcts may be silent clinically 
unless secondary changes occur in the adjacent 
joint. The articular cartilage, drawing its nourish- 
ment from synovial sources, may retain its viability 
long after the bone has become necrotic. In time, 
however, changes in the bone lead to deformity or 
collapse of the articular surface, and secondary 
degenerative arthritis results. Such necroses of bone 
and secondary osteoarthritis are common late 
sequelae of caisson (decompression ) disease. 


Juvenile Osteochondritis 


Juvenile osteochondritis refers to a group of con- 
ditions in which isolated epiphyses undergo aseptic 
necrosis. The etiology is uncertain. Trauma fre- 
quently plays a role, and, in some instances, the 
lesions arise from mechanical separation of the 
epiphysis from the rest of the bone. Among the more 
common sites of involvement are the head of the 
femur (Legg-Calvé-Perthes disease ) and the tuber- 
cle of the tibia (Osgood-Schlatter disease ). 


Osteochondritis Dissecans 
Osteochondritis dissecans is a localized form of 
juxta-articular bone necrosis, followed by dissection 


and discharge of the dead fragment into the joint 
space. Most commonly the knee is affected, and 
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young men seem more predisposed than others. The 
loose body may cause secondary osteoarthritis and 
should be removed surgically. 


Loose Bodies 


Loose bodies in the joints, commonly called “joint 
mice,” may produce sufficient irritation to initiate 
degenerative joint disease. The loose bodies may 
result from osteochond tosis, osteochondritis 
dissecans, loose fragments from intra-articular frac- 
tures, fractured menisci, or from the breaking off 
of osteophytes. When such loose bodies impinge 
between moving or weight-bearing joints, such as 
the knee, a temporary painful fixation occurs and 
hydrarthrosis may follow, requiring surgical re- 
moval. 


Secondary Arthritis, Arthropathy, or Arthralgia 


Many systemic diseases may have accompanying 
joint or supportive tissue manifestations of varying 
degree. The more important are discussed briefly 
here. 

Acromegaly.—A severe degenerative joint disease 
occurs in about one-half of the patients who suffer 
from a functioning acidophilic tumor of the anterior 
pituitary. The typical patient, with onset in adult 
life, demonstrates enlargement of bones and soft 
tissues of the hands, feet, and face. The features are 
heavy, the hands large, and the fingers spade-like. 
171 The fingers are most frequently the site of pain, 
but spine, knees, hips, wrists, and elbows may be 
involved. Joint motion may be restricted or in- 
creased, but stiffness is absent. The affected joints 
are enlarged. Widening of the joint spaces caused 
by thickening of the articular cartilage is the most 
frequent roentgenographic change, but tufting of 
the terminal phalanges of the fingers and toes and 
hypertrophic bony changes in the spine and costo- 
chondral junctions are also seen. 
Ochronosis.—Ochronotic arthritis is the skeletal 
manifestation of the inherited metabolic disease 
alkaptonuria. The urine turns black on standing 
(oxidation) or when an alkali is added. The blue- 
black ochronotic pigment derived from homo- 
gentisic acid is deposited in the cartilage of the ears, 
nose, and joints as well as in the scleras, endocar- 
dium, and meninges. Peripheral articular and spinal 
disease develops because of the special suscepti- 
bility of the pigmented cartilage to osteoarthritic 
degeneration. The severity of the arthritis varies 
greatly. Joint symptoms do not begin until the pa- 
tient reaches adulthood. Loss of mobility and pain 
on motion in the spine are most common, but 
shoulder, hip, and knee pain may also be noted. 
Roentgenologic studies disclose characteristically 
thin, calcified intervertebral disks. Degenerative 
osteoarthritic changes occur in the spine, sacroiliac, 
and other joints. Treatment is symptomatic. 
Hemophilia.—_Hemophilia is a congenital disease, 
usually familial, caused by deficient blood coagula- 
tion. In patients over 5 years of age hemarthrosis 
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is the most frequent manifestation of the disease. 
Repeated bleeding into and around the joint causes 
permanent damage. Red blood cell lysis ard de- 
gradation of hemoglobin eventually lead to hemo- 
siderosis of the synovial lining cells, synovial 
fibrosis, and contracture of the joint capsule, while 
subchondral and intraosseus bleeding produce car- 
tilaginous erosion and bony cavitation. Damaged 
epiphyses may close prematurely, and thus normal 
bone growth may be inhibited. Knees, ankles, el- 
bows, shoulders, and hips are involved in approxi- 
mately that order, with the small joints of tne 
fingers of the hands much less frequently involved. 
As hemorrhage into the joint and capsule occurs, 
the articulation becomes swollen, tender, and warm, 
with pain on attempted motion. Fever and leuko- 
cytosis are present. In time the hemorrhage will be 
absorbed, but after repeated bleeding episodes 
deformity and ankylosis may result. Roentgeno- 
grams show soft tissue swelling and distention of 
the joint capsule in the early acute disease, while 
excavations of subchondral bone and narrowing of 
the joint space occur later in the disease. Treat- 
ment of the underlying bleeding disease with 
proper blood fractions or whole blood should be 
instituted as soon as the diagnosis is made. Con- 
currently, the joint must be rested completely, 
usually with the patient in bed and elastic bindings 
applied locally. Joint aspiration may be used when 
the defective coagulation has been corrected. Treat- 
ment with salicylates is helpful in allaying the pain. 
Physical therapy and ambulation are started when 
the swelling subsides, and braces may be of addi- 
tional help. 

Menopause.—No form of rheumatic disease is 
specifically related to the menopause, and the term 
“menopausal arthritis” is considered a misnomer 
to be avoided. The onset of osteoarthritic symptoms 
at this time is coincidental. Reassurance of the pa- 
tient in this regard may be of significant psycho- 
logical value in the management of the menopausal 
woman, 

Purpura.—“Henoch-Schonlein” purpura has _ its 
most frequent onset with nontraumatic bleeding into 
the joints or gastrointestinal tract. Spontaneous 
purpuric or ecchymotic lesions of the skin and 
viscera may occur with the hemorrhagic arthritis. 
Remissions and exacerbations over a period of years 
are common. The cause is unknown; it is not 
familial. The “Rumpel-Leede” phenomenon is noted, 
but all other bleeding and coagulation studies give 
normal results. Treatment is symptomatic. 

Serum Sickness.—Delayed allergic reactions to 
serum or drugs (especially the sulfonamides and 
penicillin) may occur 7 to 14 days after their ad- 
ministration. Such reactions may involve joints, and 
this, together with the other systemic symptoms, 
may mimic rheumatic fever. Joints may be tender 
and swollen, but the process is self-limited and 
leaves no residual joint damage. Antihistaminics 
are of value in treatment. 
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Sarcoidosis.—This systemic granulomatous disease 
of unknown etiology may involve the synovium and 
subchondral bone and may cause mild to moderate 
arthritis simulating rheumatoid arthritis. It is fre- 
quently accompanied by erythema nodosum. Symp- 
tomatic therapy and that required for the more 
severe lung or eye involvements are indicated. 

Marfan’s Syndrome.—Marfan’s syndrome is a 
heredofamilial disorder of connective tissue, with 
particular involvement of the ocular, cardiovascular, 
and skeletal systems. Lenticular dislocation is per- 
haps the most dramatic, and one of the best-known, 
manifestations of the disease but is absent in many 
cases. Myocardial, valvular, and aortic lesions are 
frequent. Skeletal manifestations include arachno- 
dactylia, increased arm span, excess heel-pubis 
length in relation to pubis-vertex length, joint effu- 
sions, long skull, overly arched palate, excessive 
joint mobility, patellar hypermobility (and disloca- 
tion), pigeon or funnel chest, kyphoscoliosis, 
winged scapula, and valgus deformities of the 
knees and ankles. Roentgenograms may also show 
deformities in the femoral head, pituitary fossae, 
vertebral arches and bodies, and sacroiliac joints. 
Bony condensation may be observed in the sacro- 
iliac articulations. Schmorl’s nodes, hemivertebra, 
spina bifida, fused vertebra, i and spondylolisthesis 
may also be noted roentg hi . Treatment 
is unsatisfactory and consists oriserly of supportive 
measures, with environmental and occupational 
regulation to prevent deformities. 


Nonarticular Rheumatism 


This term applies to a heterogeneous group of 
conditions producing pain and stiffness in connec- 
tive tissue structures adjacent to and supporting the 
joints but not affecting the actual articulation. Rela- 
tively few persons go through life without at least 
one attack of what may popularly be called stiff 
neck, sore back (lumbago), “neuralgia,” or “my- 
algia.” Because such conditions are usually mild 
and often of short duration the victim usually 
ascribes such attacks to some overexertion, minor 
trauma, chilling, or a “cold” and treats himself with 
home remedies. The physician sees only the rela- 
tively small proportion of cases in which the severity 
or persistence of pain and stiffness forces the suf- 
ferer to seek medical assistance. Even so, some 
rheumatology clinics report as high as 30% of cases 
classified as nonarticular rheumatism. 

Consideration of these disorders as a group is for 
purposes of convenience only, since causes are di 
versified and often unknown, while some are poorly 
defined clinically as well as pathologically. 

Calcific Tendinitis of the Shoulder 

Calcific deposits in the tendon of the supraspina- 
tus muscle overlying the subacromial bursa may at 
times become inflamed, giving rise to severe pain 
in the region of the shoulder, with resultant limita- 
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tion of motion of that joint. The cause of the calcium 
deposition is not entirely understood. Small tears 
in the tendon, with resultant hemorrhage and pre- 
cipitation of calcium due to pH changes, would 
appear to be the most likely mechanism. In older 
persons this is apparently associated with degenera- 
tion of the tendon secondary to the censtant trauma 
as it slides beneath the acromial spine. In younger 
persons acute trauma incident to sudden wrenching 
or throwing may be the cause. In any event, the 
deposition of the calcium is not associated with 
symptoms. Routine roentgenography of the shoul- 
ders will show calcium depositions in almost 3% of 
the population. Once such deposits have occurred 
they are the potential seat of acute inflammatory 
reaction, although the precipitating cause of this 
latter circumstance is obscure. Symptoms come on 
abruptly, occasionally at night, awakening the pa- 
tient from sleep. Less commonly, they may start 
gradually but build up to a peak within 24 to 48 
hours. At its height the pain is excruciating and the 
patient holds the arm tightly to the side, since the 
least motion aggravates the pain. Acute tenderness 
is localized sharply to the area of the deposit. The 
roentgenogram will show a normal shoulder joint 
with one or more calcific densities of varying size 
in the supraspinatus tendon. Early, imperfectly 
formed deposits may not be demonstrable by roent- 
genologic techniques. In persistent cases cystic 
areas of degeneration occur in the humeral head. 

No treatment is universally effective, and some 
cases will run a protracted course even with early 
therapy. Most, however, will respond promptly to 
injections of procaine or hydrocortisone into and 
around the affected area. Roentgenologic therapy 
will bring dramatic relief in some, but in others— 
particularly after pain has been noted more than 
six to eight days—it may be ineffectual. Phenyl- 
butazone, in doses of 400 to 800 mg. daily for two 
to four days, may also provide relief. Physical 
therapy, in the form of diathermy or ultrasonic 
soundings, has its greatest usefulness after the acute 
pain has subsided. 

Recurrence of the acute attack months or years 
later is not uncommon. Multiple deposits or those 
of unusual size may give rise to chronic symptoms, 
necessitating surgical removal. 

Bicipital Tendinitis 

Inflammation of the long head of the biceps 
brachii as it passes in the intertubercular groove 
will cause pain in the shoulder. The course is usually 
less dramatic than that of calcific tendinitis; treat- 
ment is similar. 

“Adhesive Capsulitis” or “Frozen Shoulder.”—“Ad- 
hesive capsulitis” or “frozen shoulder” are the terms 
used to designate the result of muscle atrophy and 
prolonged immobilization of the shoulder due to 
calcific tendinitis or bicipital tendinitis. The princi- 
ple of early motion in acute shoulder pain seems 
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to be the key to the prevention of the so-called 
frozen shoulder. Once it has developed it is best 
treated by physical therapy and intra-articular ad- 
ministration of hydrocortisone. 


Shoulder-Hand Syndrome 


The shoulder-hand syndrome is a painful dis- 
ability affecting the nonarticular tissues of the 
shoulder and hand of the same extremity, similating 
a variety of rheumatic or arthritic conditions. It 
sometimes is bilateral. It consists of painful dis- 
ability of the shoulder preceding, accompanying, or 
following painful disability of the hand and fingers, 
in which vasomotor disturbances and diffuse swell- 
ing occur. The hand presents features similar to 
those in causalgia, Sudeck’s atrophy, and _post- 
traumatic dystrophy. The symptoms may resolve 
spontaneously or in response to treatment, or they 
may progress through various stages to atrophy of 
the skin, supportive tissues, and muscles of the 
hands, with contractures—the “dystrophic” features. 
Patchy to ground-glass osteoporosis, especially at 
the wrist and head of the humerus, is a frequent 
diagnostic feature, without other roentgenographi- 
cally visible change in the articular structures. The 
syndrome is regarded as an extensive manifestation 
of reflex neurovascular dystrophy, according to our 
present limited information. 

Although it follows external trauma or internal 
lesions, the syndrome is also seen without apparent 
precipitating cause. Seen on medical as well as on 
surgical, orthopedic, or neurological services, many 
provocative or associated causes have been reported 
from the various specialties. Particularly has it 
been recognized as a complication of internal 
lesions, such as myocardial infarction, cervical de- 
generative disease, supraclavicular compression, 
pericarditis, and cerebrovascular accidents. 

The chief differential questions presented by this 
syndrome arise from its similarities to rheumatoid 
arthritis, early or late; gout, in the acute onset; and 
sclerodactylia, in the terminal cases. When the 
shoulder is affected intrinsic lesions are suggested, 
but the underlying disease should focus attention 
on the reflex nature of the complication, confirmed 
later by hand signs. 

Treatment consists of administration of corti- 
costeroids or stellate ganglion block with procaine 
by serial or continuous administration. Corticoster- 
oids may be prescribed in the daily dosage of 15 to 
30 mg. of prednisone or its equivalent. With im- 
provement, the daily amount is reduced by slow 
decrements, as the clinical response indicates, over 
a period of weeks or months, until lasting resolution 
of symptoms is assured. Graduated exercises are 
instituted as early as is practical within the limits 
of tolerance. The earlier treatment is begun the 
more effective it is. Preventive measures are advo- 
cated to forestall the development of the shoulder- 
hand syndrome in known provocative disorders, 
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particularly when atypical pains or vasomotor dis- 
turbances are detected in their incipiency. These 
consist of injections at tender or “trigger” points of 
procaine or hydrocortisone at the shoulder in the 
earliest phase, avoidance of pressure or manipula- 
tion of the reacting limbs, as well as gentle, gradual 
exercises as the underlying condition permits. 


Dupuytren’s Contracture (Contracture of the Palmar Fascia) 


Contractures and adhesions of the palmar fascia 
may be of extremely gradual onset and progression 
or may appear in a rather short time. Minor trauma 
may be a contributing factor in susceptible persons. 
Early cases respond to conservative measures, par- 
ticularly local heat and corrective exercises, but 
excision of the thickened palmar fascia may be re- 
quired in chronic cases. 


Tenosynovitis 


Tendon sheath inflammation or degeneration may 
occur alone or in association with definite arthritis. 
As in subacute or chronic bursitis it may, rarely, be 
the result of a specific invading organism. 
extensor and flexor tendons and their sheaths in the 
dorsal and volar carpal tunnels at the wrist are most 
often involved, with the anterior and_ posterior 
tibial and peroneal tendons at the ankle next in 
frequency. Stenosing changes in the tendon sheaths 
of the abductor pollicis longus and extensor pollicis 
brevis is called “DeQuervain’s disease,” but stenos- 
ing tendovaginitis may occur in almost any of the 
tendons of the wrist or fingers. 

In most cases conservative management is effec- 
tive. At times local injection of adrenocortical 
steroids may be indicated. Incision of the tendon 
sheath to permit free motion is indicated in per- 
sistently painful cases. 


Bursitis 


Primary inflammatory disease of a bursa is rare. 
Acute olecranon bursitis may, however, occur in 
either gout or rheumatoid arthritis, while acute 
subdeltoid bursitis accompanies calcific tendinitis 
of the shoulder. Treatment is that of the underlying 
condition. 

Fibrositis 


Fibrositis is the term used to identify the common 
but indefinite condition characterized by stiffness, 
aching, and pain in nonarticular areas and appar- 
ently affecting muscles, facial sheaths, and con- 
nective tissue. The most common sites of fibrositis 
are the paravertebral muscles adjacent to the 
cervical, thoracic, or lumbar spine, the intercostal 
muscles, and the trapezii. 

Etiology—The cause is unknown. In some in- 
stances acute infections, trauma, unusual physical 
activity, fatigue, and exposure to dampness and 
cold appear to be contributory causes. In most 
patients, however, even these factors cannot be in- 
criminated, and the factor of nervous tension has 
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been increasingly accepted by many students of 
the condition, thus making a clear-cut differentia- 
tion from psychogenic rheumatism difficult. 

Pathological Features.—The pathological features 
have not been clearly defined. Histological studies 
have been reported variously to show exudation in 
the connective tissue, small infiltrations of round 
cells, tender fibrous tissue nodules, and mild de- 
generative changes in white fibrous tissue and 
muscles. No consistent changes are agreed on by 
various students of this disease. 

Clinical Features.—Affected persons are usually 
young or middle-aged adults. A surprising number 
are under emotional tension. The disorder may be- 
gin acutely with a severely painful stiff neck or pain 
in the lower part of the back requiring bed rest. 
When so acute the illness usually subsides within 7 
to 14 days. Perhaps more commonly the onset is 
insidious. Aching and stiffness of the neck and 
shoulders, lower part of the back, or the entire back 
are common early symptoms. The posterior struc- 
tures of the shoulder girdle, the interscapular region, 
and the upper portions of the thighs, especially 
around the femoral trochanters, are frequent sites 
of symptoms. Turning, stooping, and twisting mo- 
tions of the spine, rotation at the shoulders, and 
lying on the side are difficult to do and aggravate 
the symptoms. The hands may become stiff, making 
movement of the fingers difficult and clumsy, with 
weakening of the grip. 

Symptoms and dysfunction have a characteristic 
diurnal pattern. Generalized stiffness is noted after 
periods of prolonged rest and is therefore maximal 
on arising. As the daily activities progress the 
muscles feel more limber and patients find their 
optimum period to be the midday. As the day pro- 
gresses, however, fatigue symptoms develop, forc- 
ing early retirement. Dampness, cold, rain, and 


snow usually worsen the symptoms; warmth, dry- © 


ness, and the summer season normally relieve them. 

Symptoms usually fluctuate and even disappear 
and recur. The illness may continue for long periods, 
but seldom is it sufficiently severe to incapacitate 
the patient; it is more of a “nuisance” disease. Syste- 
mic health is good, and fever, loss of weight, and 
muscle atrophy do not occur. The joints do not show 
changes. Stiffness limits motion, and the affected 
parts may be tender. Small, tender nodules are often 
palpable. 

The prognosis is relatively good. The disease fre- 
quently subsides or is controlled by treatment, but 
some cases persist for years. Patients should be 
assured that they do not have a crippling form of 
arthritis. 

Diagnosis.—The diagnosis is based on the charac- 
teristic clinical history, absence of pathological joint 
changes, normal general health, and negative labora- 
tory findings. Differentiation from early rheumatoid 
arthritis; mild osteoarthritis, especially of the spine; 
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and psychogenic rheumatism is the chief diagnostic 
problem. Often the possibility of early rheumatoid 
arthritis or degenerative joint disease can be ex- 
cluded only after careful observation of the patient 
for some time. 

Laboratory Findings.—Results of laboratory tests 
are usually normal. Roentgenograms do not show 
changes in cartilages or bones. 

Treatment.—Treatment of fibrositis is supportive 
and symptomatic. A middle course concerning re- 
striction of activity and additional davtime rest is 
advocated. Heat, in the form of hot packs, often 
relieves pain; massage is usually helpful. Planned 
exercise done after application of heat may relieve 
stiffness and aching. Treatment with salicylates is 
useful for analgesia. Procaine injected into “trigger 
points” of pain may break the reflex and afford re- 
lief for varying lengths of time. Adjustment of the 
home situation or business difficulties may exert an 
ameliorating effect on the symptoms. Most observers 
agree that cortisone or corticotropin therapy is 
seldom, if ever, justifiable in fibrositis. 


Psychogenic Rheumatism 


Psychogenic rheumatism is a symptom complex 
arising from nervous and emotional instability and 
characterized by pain, soreness, and stiffness in 
various areas of the musculoskeletal system. It is 
particularly common in women from the fourth to 
the seventh decade of life. No pathological lesions 
can be demonstrated. Indeed, the absence of ob- 
jective pathology is one of the distinguishing fea- 
tures of the condition. 

As noted above, the cause of the condition is to 
be found in the psychological make-up of the pa- 
tient, yet it is not limited to any single personality 
pattern. The appearance of symptoms may uncon- 
sciously serve the patient’s purpose of gaining atten- 
tion_or-of shielding her from failure in the social or 
business world. 

Although symptoms may come on abruptly dur- 
ing a period of stress, most patients are found to be 
chronic complainers whose chief delight in life 
appears to be the recounting of numerous persistent 
and often bizarre painful episodes. These may be 
related to any portion—or indeed all—of the mus- 
culoskeletal system. Despite a complaint of 
“agonizing” pain, the patient is usually observed 
to be in excellent health. Bones, muscles, and joints 
show no objective evidence of disease, but there is 
a complaint of widespread tenderness on pressure 
over the painful areas. 

Differentiation between psychogenic rheumatism 
and fibrositis may be difficult; indeed, some authori- 
ties question the existence of primary fibrositis, 
feeling that the majority of cases so diagnosed are 
actually cases of psychogenic rheumatism. Never- 
theless, certain differences exist. The history of the 
patient with fibrositis is usually consistent, while 
the patient with psychogenic rheumatism presents 
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a varying, migratory pattern. This pattern usually 
has bizarre features which cannot be explained 
on any anatomic basis. Whereas the patient with 
fibrositis notes that he feels worse on arising in the 
morning, better in the middle of the day, and 
fatigues by evening, the patient with psychogenic 
rheumatism usually denies any period of sponta- 
neous improvement. Patients with fibrositis are usu- 
ally adversely affected by cold and damp weather 
but are relieved by treatment with salicylates. The 
patient with psychogenic rheumatism usually denies 
any relationship of the complaint to weather, unless 
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it serves a useful purpose. He also denies benefit 


_ from large doses of salicylates, or states that he 


reacts adversely to them. 

Treatment is difficult. Since the patient sub- 
consciously (and apparently, at times, consciously ) 
actually wants or needs the disease, his ego is 
wounded if he is told that no disease exists. Rather, 
it seems better to make judicious use of salicylate 
therapy and physical therapy while exploring with 
the patient those underlying problems which may 
be responsible. Formal psychotherapy, while of 
benefit, is all too frequently rejected by the patient. 
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Methylprednisol Acetate (Depo-Medrol).— 
6a-Methylprednisolone-21-acetate. —The structural 
formula cf methylprednisolone acetate may be 
represented as follows: 


171 


Actions and Uses.—Methylprednisolone acetate 
shares the actions and uses of the parent compound, 
methylprednisolone. (See the monograph on 
methylprednisolone in New and Nonofficial Drugs. ) 
Aqueous suspensions of the drug are suitable for 
intrasynovial and soft tissue injection and thus may 
be used for the local treatment of rheumatoid arth- 
ritis, osteoarthritis, tendinitis, bursitis, and other 
conditions that are responsive to the anti-inflamma- 
tory action of gluco-corticoids. When used in this 
manner, the effect of methylprednisolone acetate is 
comparable in intensity and duration of action to 
that of other relatively insoluble steroid compounds, 
but slower in onset and of longer duration than that 
of the highly soluble salts. In addition, methyl- 
prednisolone acetate may be administered by intra- 
cutaneous or intralesional injection for the treatment 
of susceptible dermatological conditions. The 
drug is also suitable for systemic therapy and, when 
administered intramuscularly, may be expected 
to produce the effects of orally administered 


NEW AND NONOFFICIAL DRUGS 
The following descriptions of drugs are based on available evidence and do not in any 
ouncil. 


H. D. Kautz, M.D., Secretary. 


methylprednisolone. It has been incorporated in 
retention enemas, which have been tried experi- 
mentally in the management of ulcerative colitis; 
although not all patients respond favorably, some 
experience marked improvement. 

Methylprednisolone acetate apparently produces 
little or no pain or irritation after injection into the 
joint spaces or soft tissues. Systemic effects after 
local use have not been reported. Rapid settling of 
the drug may occur, however, if its suspensions are 
mixed with solutions of local anesthetics; such 
mixtures are rarely required. Intra-articular or other 
injection for local effect is contraindicated in the 
presence of acute infection. Precautions, contra- 
indications, and undesirable effects described for the 
oral use of methylprednisolone are applicable also 
to the intramuscular use of methylp 
acetate. 

Dosage.—Methylprednisolone acetate is admin- 
istrated by intramuscular, intrasynovial, or soft tis- 
sue injection. For intra-articular injection, the dose 
required varies with the size of the joint and the 
degree of inflammation. For large joints, such as 
the knee, ankle, or shoulder, 20 to 80 mg. may be 
required; for the elbows or wrist, 10 to 40 mg., and 
for smaller joints, 4 to 10 mg. In the management of 
bursitis, tendinitis, or epicondylitis, 4 to 30 mg. is 
administered in a single injection, which may be 
repeated as required. For local injections in derma- 
tological conditions, doses of 20 to 60 mg., depend- 
ing on the size of the lesion, may be employed. 

For systemic effects, such as in rheumatoid arth- 
ritis, methylprednisolone acetate is administered 
intramuscularly in a single dose of 40 to 120 mg. 
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per week. If daily administration is preferred, the 
dose is approximately the same as the oral dose of 
methylprednisolone. 

Preparations.—suspension (injection) 40 mg. in 
1 ce., 200 mg. in 5 ce. 

Year of introduction: 1959. 


The Upjohn Company cooperated by furnishing scientific 
data to aid in the evaluation of methylprednisolone acetate. 


Methylprednisolone Sodium Succinate (Solu- 
Medrol ).—Sodium 6a-methylprednisolone-21-succi- 
nate.—The structural formula of methylpred 
sodium succinate may be represented as follows: 


Actions and Uses.—Methylprednisolone sodium 
succinate has the same metabolic and anti-inflam- 
matory actions as methylprednisolone. Because it is 
highly soluble and can be administered in small 
volumes of diluent, it is useful for parenteral in- 
jection in situations in which a prompt and intense 
hormonal effect is indicated. Equimolar amounts of 
parenterally administered methylprednisolone sodi- 
um succinate and orally administered methylpredni- 
solone have the same biological activity. 

Parenterally administered methylprednisolone 
sodium succinate is intended primarily for short- 
term emergency therapy. Under these circum- 
stances, typical steroidal side-effects are not likely 
to become a problem. The drug is subject to the 
same contraindications as other systemically ad- 
ministered agents of this class. (See the general 
statement on gluco-corticoids in New and Non- 
official Drugs. ) 

In a small series of patients, methylp 
sodium succinate has been administered rectally in 
the form of retention enemas for the management of 
less severe cases of ulcerative colitis. Results have 
been promising. Thus, in the majority of cases, 
clinical improvement has been noted within three 
days after institution of therapy; favorable procto- 
scopic changes have been observed within one 
week. These results suggest that, by the rectal route, 
improvement may be anticipated more promptly 
than when orally given steroids are employed. How- 
ever, considerably more clinical experience with 
this relatively untried procedure is necessary before 
it can be routinely advised. 

Dosage.—For parenteral therapy, methylpredni- 
solone sodium succinate is administered by intra- 
venous or intramuscular injection or by intravenous 
infusion. The intravenous route is preferred for 
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initial emergency therapy. The usual dose for 
intravenous or intramuscular injection is 40 mg.; 
frequency of administration is governed by clinical 
response. For intravenous infusion, a solution con- 
taining 40 mg. in 1 cc. is diluted with appropriate 
volumes of 5% dextrose in water, isotonic saline 
solution, or 5% dextrose in isotonic saline solution, 
and administered by slow drip. 

For rectal use in patients with ulcerative colitis, 
solutions containing 40 to 120 mg. are added to 
varying amounts of water and administered as re- 
tention enemas three to seven times weekly for 
periods of two or more weeks 

Preparations.—powder (injection) 40 mg. with 
1 cc. of sterile diluent. 


Year of introduction: 1959. 

The Upjohn Company cooperated by furnishing scientific 
data to aid in the evaluation of methylprednisolone sodium 
succinate. 


Fluorometholone (Oxylone ).—9a-Fluoro-118,17a- 
dihydroxy 
The structural formula of fluorometholone may be 
represented as follows: 


Actions and Uses.—Fluorometholone is a highly 
potent gluco-corticoid which is used exclusively for 
its anti-inflammatory effects on the skin. The drug 
shows a marked specificity of anti-inflammatory ac- 
tion with topical application. Thus, it is approxi- 
mately 40 times as potent, on a weight basis, as 
hydrocortisone when applied to the skin but is 
equipotent with hydrocortisone when administered 
orally. Because of this greater specificity of local 
over oral activity and the consequent low doses re- 
quired for local effects, undesirable systemic hor- 
monal effects due to possible absorption of the 
steroid from the skin are highly unlikely. 

Fluorometholone is effective by topical applica- 
tion for the treatment of acute or chronic derma* 
toses that have an allergic or inflammatory basis 
and are associated with pruritus. These include 
contact dermatitis, atopic dermatitis (including al- 
lergic eczema, neurodermatitis, and eczematoid 
dermatitis ), seborrheic dermatitis, pruritus with 
lichenification, and nonspecific anogenital pruritus. 
Although no clear-cut superiority has been demon- 
strated, the results of therapy with fluorometholone 
have been comparable to those obtained with other 
steroids known to be satisfactory for these skin dis- 
orders. In view of its specificity of anti-inflamma- 
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tory action when used topically, fluorometholone 
appears to be well suited for the management of 
allergic dermatoses. 

As with other topically applied steroids, fluoro- 


- metholone should not be used on infected areas of 


skin unless appropriate anti-infective therapy is 
instituted simultaneously. The drug is contraindi- 
cated in the presence of tuberculosis of the skin and 
should not be applied to the areas adjacent to the 
eye in patients with ocular herpes simplex. There 
is no evidence of local irritation or sensitivity after 
the topical use of fluorometholone. 

Dosage.—Fluorometholone is applied topically. A 
preparation containing 0.025% fluorometholone is 
rubbed into the involved areas of skin one to three 
times daily. 

Preparations.—cream (topical) 0.025%. 

Year of introduction: 1959. 

The Upjohn Company cooperated by furnishing scientific 
data to aid in the evaluation of fluorometholone. 


Sulfadimethoxine (Madribon, Madriqid).—N'-(2,6- 
Dimethoxy-4-pyrimidy]) sulfanilamide.—2,4-Dimeth- 
oxy-6-sulfanilamido-1,3-diazine.—The structural for- 
mula of sulfadimethoxine may be represented as 
follows: 

OCHs 


OCHs 


Actions and Uses.—Sulfadimethoxine, like sulfa- 
methoxypyridazine, is characterized by slower renal 
excretion and more prolonged blood levels than 
most other sulfonamides. However, it resembles 
other members of this group in its antibacterial 
spectrum, side-effects, and indications for use. (See 
the general statement of sulfonamide compounds 
in New and Nonofficial Drugs.) 

Oral administration of sulfadimethoxine produces 
peak blood levels within four to eight hours, de- 
pending on the size of the dose. After administra- 
tion of 2 Gm. initially, followed by 1 Gm. daily, 
peak levels are maintained on a plateau. Larger 
doses, however, may produce cumulation and a 
gradual rise in the blood sulfonamide concentration. 

Approximately 85% of the sulfadimethoxine in 
the blood is in the active form; 10% is present as 
the acetyl derivative, and the remainder is a glu- 
curonide. The exact structure of this glucuronide, 
as well as the site of its metabolic formation, is 
unknown. Antibacterial activity of the metabolite 
cannot be demonstrated. 

Sulfadimethoxine is excreted in the urine. Ap- 
proximately 5% appears in the unchanged form, 
15% is acetylated, and 80% appears as a glucuro- 
nide. Roughly one-half of a single oral dose of 2 
Gm. can be recovered from the urine within 48 
hours after administration. On a constant drug 
intake of 1 Gm., about 80% of the drug is excreted 
daily. Sulfadimethoxine and its acetyl] derivative 
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have exceedingly low solubilities in acid solutions, 
but the solubility of the major excretion product, 
the glucuronide, is quite high, exceeding 2,000 mg. 
per 100 cc. at a pH of 6.0. 

Sulfadimethoxine has been employed success- 
fully for the treatment of certain bacterial infections 
of the soft tissues and respiratory tract. Results in 
urinary tract infections have also been satisfactory, 
despite the fact that the sulfonamide is present in 
the urine largely as the inactive glucuronide. 

Side-effects observed with the use of sulfadimeth- 
oxine, such as nausea, vomiting, and skin eruption, 
are essentially the same as those previously re- 
ported for other sulfonamides. No reports of crystal- 
luria, hepatic damage, or blood dyscrasias have yet 
appeared. As with other sulfonamides, administra- 
tion of sufficient fluid to maintain a daily urine out- 
put of 1,000 cc. or more seems advisable; when the 
drug is given over a prolonged period, hematologi- 
cal studies should be performed at regular intervals. 

Dosage.—Sulfadimethoxine is administered orally. 
Because of its relatively slow excretion, a single 
daily dose is sufficient to maintain adequate blood 
levels. For mild infections in adults and children 
weighing 80 lb. (36.3 kg.) or more, an initial dose of 
1 Gm., followed by 500 mg. daily, may be tried. 
For more severe infections, doses up to twice as 
great may be necessary. In children weighing less 
than 80 Ib., doses of 12.5 to 25 mg. per pound of 
body weight, depending on the severity of the 
infection, are suggested for initiating therapy. One- 
half of the original dose is then given every 24 
hours. 

The appropriate daily doses of sulfadimethoxine 
may also given in divided amounts; one-fourth 
of the daily dosage previously stated is adminis- 
tered every six hours. 

Preparations.—capsules 125 mg.; suspension (oral) 
50 mg. per cc.; suspension (oral drops) 250 mg. per 
cc.; tablets 500 mg. 


Year of introduction: 1958. 
Hoffmann-LaRoche Inc. cooperated by furnishing scientific 
data to aid in the evaluation of sulfadimethoxine. 


Oxanamide (Quiactin).—2-Ethy]-3-propylglycida- 
mide.—The structural formula of oxanamide may be 
represented as follows: 
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Actions and Uses.—Oxanamide, which resembles 
meprobamate in its action on the central nervous 
system, produces a calming effect that is often use- 
ful in the management of psychoneuroses, the major 
psychoses, and aberrations of behavior associated 
with cerebral arteriosclerosis and other disorders. 
The drug is most effective when the predominant 
symptom is anxiety or tension, regardless of the 
underlying cause or clinical diagnosis. Patients who 
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respond may display an improvement in general 
behavior, lessening of anxiety and depression, and 
an increased interest in the environment. Psyc 
somatic symptoms, such as tension headache, may 
also respond to oxanamide. Its use in psychotic 
patients may permit a reduction in the frequency 
of electroshock therapy and may facilitate social 
readjustment by decreasing quarrelsomeness and 
irritability; a few patients show sufficient improve- 
ment to allow paroling from institutions. Oxanamide 
has not been employed for quieting acutely disturbed 
patients and, because of the relative mildness of its 
central depressant action, is probably not suitable 
for this purpose. A definitive assessment of the 
relative efficacy of oxanamide, in comparison with 
other similar drugs, must await further clinical 
testing; that it is more efficacious than older drugs 
has not been established. 

Pharmacology.—Oxanamide is well absorbed after 
oral administration. In animals, only 10% of a single 
dose is excreted in the urine; the fate of the re- 
mainder is unknown. The disposition of the drug in 
man has not been determined; no evidence of 
cumulation has followed repeated administration 
of usual doses to human patients. 

Laboratory studies indicate that oxanamide is 
primarily a central nervous system depressant. It 
appears to be an internuncial neuronal blocking 
agent, to inhibit polysynaptic reflexes, and, by 
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means of these central actions, to produce a degree 
of skeletal muscle relaxation. Large doses have also 
been reported to exert a hypnotic effect similar to 
that of short-acting barbiturates. The precise pat- 
tern of activity of oxanamide on the central nervous 
system, including possible interaction with trans- 
mitter substances, has not been determined. 

Side-effects.—Oxanamide is remarkably free from 
serious toxicity. No adverse effects on renal, hepatic, 
or hematopoietic function have been reported. 
Drowsiness may occur but is infrequent and usually 
appears only after large doses. In normal individ- 
uals, doses of 800 mg. do not alter reaction time or 
performance in complex tasks such as those in- 
volved in driving. Oxanamide has not, as yet, been 
reported to cause habituation or addiction. With- 
drawal symptoms have not been seen after discon- 
tinuance of therapy. However, present experience 
is much too limited to justify a definite assumption 
that the drug is devoid of addicting potentiality. 

Dosage.—Oxanamide is administered orally. The 
usual dose is 400 mg. given four times daily, but 
this should be adjusted to meet the needs of the 
individual patient. For sedative effect, 800 mg. may 
be given at bedtime. 

Preparations.—tablets 400 mg. 

Year of introduction: 1958. 


The Wm. S. Merrell Company cooperated by furnishing 
scientific data to aid in the evaluation of oxanamide. 
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SOCIAL WORK IN REHABILITATION 
Jayne Shover, M.A., and Oscar Kurren, M.S.W., Chicago 


During much of the early practice of social work, 
the profession was almost exclusively concerned 
with problems arising from poverty. For many, 
social work is still erroneously synonymous with the 
dispensing of public assistance. We have developed 


methods of maintaining relative economic stability - 


and have available such a wide variety of public 
and private resources, however, that poverty is no 
longer the major problem today that it was at the 
turn of the century. Mass poverty has been dis- 
placed by other major problems that have de- 
veloped out of increased industrialization and 
population changes. 


Associate Director, National Society for Crippled Children and 
Adults, Inc. (Miss Shover) and Consultant on Rehabilitation Facilities, 
National Society for Crippled Children and Adults, Inc. (Mr. Kurren). 


Management of the chronically ill patient now 
constitutes one of these major problems. Estimates 
of the U. S. Public Health Service currently indicate 
that there is a handicapped population of 9 million 
persons in need of, or who can benefit from rehabili- 
tation services, with 250,000 persons being added 
each year. Statistics often lose their impact when 
presented in this fashion. To the physician who daily 
must make decisions and develop treatment pro- 


-grams for the patients who come to his office with 


major disability problems, such as cerebral palsy, 
cerebral vascular accidents, spinal cord disease, 


multiple sclerosis, arthritis, and heart disease, 
chronic illness is very real. The combined medical- 
social problems for patients with these illnesses 
assume serious proportions. 
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Rehabilitation as a concept of total patient care, 
comprising a definite body of knowledge and pro- 
cedure, has come to the forefront in meeting the 
many-faceted problems of chronic disease and dis- 
ability. Rehabilitation cannot be identified solely 
as physical therapy, occupational therapy, or a 
particular specialized branch of medicine. It is all 
of these and more. Various aspects of physical 
restoration constitute but one facet in the total 
rehabilitation process. As Dr. Howard Rusk so 
aptly states: 

Rehabilitation is not just splints, crutch walking, and the 
like. It has to meet the total needs of the individual; those 
needs are physical, emotional, social, and vocational, and at 
any time you miss a cog in the link then your morbidity goes 
up, and also your mortality; not the mortality of death but 
the mortality of something that is sometimes more than 
death, mortality of living a life of indignity, of dependency 
and depression. 


Rehabilitation programming includes physical 
restoration services, comprising medical evaluation 
and treatment and physical and occupational ther- 
apy; speech rehabilitation; social services, which 
may include parent counseling services; psychologi- 
cal services; special education; vocational services, 
including workshops; recreation services; and health 
education. In the large metropolitan areas these 
services have been developed within the framework 
of the comprehensive rehabilitation center, where 
each professional discipline concerned with rehabili- 
tation contributes toward provision of a coordinated 
program, geared to meeting total needs of the 
patient. 

Experience has demonstrated that the rehabilita- 
tion of an individual is ultimately dependent upon 
the patient himself. Benefits of many a carefully 
planned treatment program have been nullified be- 
cause of the patient's inability to follow recom- 
mended procedure. Many a paraplegic, who has 
been instructed to shift his sitting position from 
time to time so as to relieve pressure and prevent 
stoppage of circulation, has neglected to follow this 
important recommendation and has subsequently 
returned to the hospital for plastic surgery because 
of the development of decubitis ulcers. The ampu- 
tee, who has been advised not to place his stump 
on a pillow so as to avoid contractures, may disre- 
gard this and be readmitted with presence of 
extensive flexion contracture. Carefully planned 
dietary regimens are often violated by the diabetic, 
though he possesses the knowledge that doing so 
will result in aggravation of already existing physi- 
cal problems. Many cardiac patients return to work 
situations involving excessive stress, in spite of 
warnings by the attending physician. 

What causes this resistance to rehabilitation? It 
can be understood only when there is an analysis of 
what the disability means to the patient. Rehabilita- 
tion must start then at the point of diagnosis. Much 
of the present chronicity of disease, extensive de- 
formity, and resultant social, emotional, and voca- 
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tional] dislocation could have been avoided if, at the 
time of diagnosis, there were recognition of the 
need to initiate comprehensive rehabilitation pro- 
gramming or, more precisely, total patient care. 

Diagnosis for rehabilitation encompasses determi- 
nation not only of the nature and cause of the dis- 
ability in terms of pathology present but also of an 
appraisal of social, psychological, and environmental 
factors. It is at this point that the social worker can 
make specific contributions to planning a program 
of total patient care. These include (1) understand- 
ing of the patient's situation prior to disability, his 
vocational and economic circumstances, and his 
goals; (2) evaluation of the patient in relation to 
his family constellation, with emphasis on the 
patient’s and family’s knowledge and acceptance of 
disability and of rehabilitation planning; and (3) 
appraisal of the personal and cultural forces that 
shape and determine the individual’s reaction to 
disability. The social worker, working with the 
physician and other members of the rehabilitation 
team, gears his efforts to achieving understanding, 
insight, and acceptance of the disability by the 
patient and his family and obtaining their coopera- 
tion in the treatment program. 

A primary responsibility of the social worker is 
to assist the patient in effective utilization of the 
services available to him. This is a shared respon- 
sibility with other members of the rehabilitation 
team, but the major responsibility for helping the 
patient bridge the gap between hospital experience 
and the rehabilitation center, or from a long-stand- 
ing homebound status to the activity of the rehabili- 
tation program, rests with the social worker. 

Social work skills are essential in helping parents 
make the adjustments required in coping with the 
problems engendered by chronic long-term illness 
in children, for it has been found that success in 
these adjustments depends much less on the severity 
of the physical handicap than it does on satisfactory 
quality in relationships between parent and chil- 
dren and rewarding social experiences and achieve- 
ment in the community. 

Physicians are finding it increasingly difficult to 
maintain the much valued and traditional physician- 
family-centered relationship in the face of pressures 
of modern medical practice. The impact of scientific 
advances has brought many changes in structure 
and organization of medical care and has led to 
increased fractionization of professional services. 
We live in an age of specialization and the use of 
specialized institutions. It is the rule, rather than 
the exception, for the physician to treat the patient 
outside the framework of the patient’s family and 
home in the impersonal environment of the hospital 
or physician’s office. The wide chasm that now 
exists, separating the patient's way of life at home 
from his hospital experience, poses problems in 
patient care and treatment. Dr. John Paul has de- 
scribed present-day limitations in the teaching of 
medical students: 
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These sick people are isolated specimens. They are 
segregated from their environment, removed from the cir- 
cumstances under which they became ill, separated from 
their families, stripped even of their clothes; all of which 
is done to create a proper atmosphere for diagnostic study 
and careful management on the physician’s part, free from 
“outside distractions.” It may be trite to point out that these 
outside distractions are the very things which the modern 
doctor, or a student interested in preventive medicine, needs 
to study also. For if one is to handle patients adequately 
it is necessary to bring clinical judgment to bear, not only 
on the patient, but also on the circumstances under which 
his illness arose. 


Much of the activity of the social worker in re- 
habilitation is in reinforcing the effectiveness of the 
treatment program. This is clearly demonstrated in 
the following case example. 

Jim Young, a 30-year-old paraplegic, had been 
making steady progress at the rehabilitation center 
until the third month of his stay, when he began 
to withdraw from therapy activities, a time in his 
program when a trial visit to his home was under 
consideration. In interviews with the social worker, 
Mr. Young expressed fear and anxiety over return- 
ing home. For the first time since his accident he 
was faced with the reality of returning to his wife, 
children, and community. He no longer regarded 
himself as “a whole man” and found it difficult to 
face being thrust into a changed role in his home 
where he had always been a most adequate hus- 
band and father. 

Case work services with Mr. Young were directed 
toward helping him better understand and accept 
his reactions to his disability and to mobilize his 
potential for achieving full resumption of life activ- 
ities. The total treatment process was considerably 
facilitated when the social worker secured the 
direct participation of Mr. Young's family in the 
rehabilitation program, thus easing transition be- 
tween the rehabilitation center and the home. 

One of social work’s most important functions is 
in community planning for rehabilitation. Social 
work has been called “a profession sitting on the 
fence” where this responsibility is concerned. 
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All professions engaged in rehabilitation plan- 
ning, including social work, must accept the chal- 
lenge to help make available to the community an 
integrated rehabilitation program. Development of 
adequate communication among the various profes- 
sions is essential as a first step towards achieving 
this goal. Personnel engaged in rehabilitation must 
have the vision, ability, and maturity to work within 
a multidisciplinary program. There is a give and 
take in the rehabilitation process which makes it 
impossible for the professional worker to limit him- 
self to his own narrow sphere of activity. 

The intrinsic character of social work places em- 
phasis on knowledge, utilization, and development 
of community resources. No one program in reha- 
bilitation can embody all the services required by 
the severely disabled; the complex nature of re- 
habilitation programming and the fast-changing 
community scene call for more than a sporadic, 
part-time approach. Thus, expertness is essential in 
making appropriate use of the full spectrum of 
medical, psychological, social, recreational, educa- 
tional, and vocational services needed. The social 
worker on the rehabilitation team has the specific 
charge and competence to assume responsibility in 
this area. 

Summary 


In summary, the role of the social worker in 
rehabilitation involves bringing to bear his special 
competencies and skills toward (1) developing a 
better understanding of the person, his family, and 
environmental factors that can spell the success or 
failure for achieving rehabilitation goals; (2) in- 
terpreting this new knowledge clearly and effective- 
ly to other members of the rehabilitation team so 
that there exists unity of purpose and action; and 
(3) evaluating the community and its total resources 
and selecting the appropriate service so as to insure 
and protect the gains achieved by the patient in his 
rehabilitation program. 

The social worker can help achieve the fine bal- 
ance required that will lead to a satisfactory pro- 
ductive life experience for the disabled person. 


pine poisoning have been described as follows: “Hot as a hare, blind as a bat, 


A HAZARD IN THE HOME MEDICINE CABINET.—The symptoms of atro- 


dry as a bone, red as a beet, and mad as a hen.” . . 


. A recent experience 


with atropine poisoning was encountered after a patient frequently flushed his nasal 
passages with an atropine sulfate solution previously prescribed for his dog. His 
symptoms were characteristic of this condition, but the manner in which it was in- 
curred was not known until several hours after his acute problem required treat- 
ment. It is fortunate that this potent drug is infrequently found in the home medi- 
cine cabinet, but every clinician needs to be aware that accidental poisoning from 
atropine may be encountered in his practice. The public should continually be edu- 
cated to discard medications that no longer are in active use.—G. M. Hoffman, M.D., 
and J. R. Gay, M.D., Accidental Atropine Poisoning, The Pennsylvania Medical 
Journal, September, 1959. 
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Image and Imagery 


The changing image of the phy- 
sician and his vocabulary has 
evoked comment in three state 
medical journals recently: 

From Virginia Medical Month- 
ly—“The faster medicine advances 
scientifically, the faster the feeling 
of friendship between the physi- 
cian his patients deteriorates 
from the beloved image of the 
country doctor. Out of this erosion 
there is developing a public atti- 
tude which, under political and 
economic pressures, can be danger- 
ous for our profession. . .. We must 
do what we can—each in his own 
way—to improve the public's atti- 
tude. toward the medical profes- 


sion. 

From Missouri Medicine—“There 
is an occupational hazard in the 
practice of medicine that, if not 
guarded against, can do the indi- 
vidual doctor, the profession, and 
society a great deal of harm. It is 
the temptation for doctors to think 

themselves as individuals set 
apart from the rank and file of hu- 
manity, set apart by knowledge, 

ill, and power. . . . Somehow we 
get to feel that we are entitled to 
an acquiescent ‘Yes, Doctor,’ 
the whole human race on any mat- 
ter whatsoever.” 

From the Journal of the Medical 
Society of New Jersey—“In addition 
to housemaid’s knee, trolley eye, 

and] chimney-sweep’s disease, we 
ave—or used to have—miner’s nys- 
tagmus, hatter’s paralysis, 
joint, diver’s palsy, bricklayer’s itch, 
writer's cramp, painter’s colic, sol- 
dier’s heart, cobblestone tongue, 
mossy foot, and rake teeth... . 
[But now] our vocabulary, like the 
cparating room, is becoming a 
model of sterility.” 
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Children try talking out their problems in Trouble Shooting Clinic in Queens, 
N. Y., to Dr. Lester R. Tuchman, left, who heads hospital board, and Dr. Alonzo 
Beavers of clinic staff. 


Walk in and Talk 
This “Trouble Shooting Clinic” 
Is Strengthening a Community 
Milton Golin 
As in many another hospital, your heels click along the wide corri- 
dor during your stroll toward the small signpost at one end of the 


main floor. Below the words, “Trouble Shooting Clinic,” is an arrow. 
You follow the direction and in a few steps you are there—together 
with: 


—A shoe clerk in trouble with his mother-in-law. 

—A stenographer troubled with her jealous boyfriend. 

—A busy housewife facing trouble with “feuding neighbors.” 
—An elderly widower troubled with his “crazy” son. 

—A high school student engulfed in the troubles of her broken 


—A truck driver troubled by the death of a loved one. 

Troubles all around (see Medicine at Work, Tue Journa., Nov. 
8, 1958). 

This is the City Hospital at Elmhurst, in Queens, N. Y., where, 
since September, 1958, more than 750 men, women, and children 
have stepped out of the busy traffic of Broadway in a search for 
peace from some particularly anxious incident in their lives. It is 
the only “walk-in” clinic of its kind in the world. It is an emotional 
first-aid station. It is a promising experiment in preventive psy- 
chiatry. Even more important, perhaps, it is a focus of community 
strength in a metropolis where, according to some conceptions, 
community concern for the individual does not exist. 

“Significant elements of the community are, in fact, keys to the 
clinic operation,” says Dr. Lester R. Tuchman, a Manhattan internist 
who serves as president of the hospital board. “Not only are we 
learning more about the resources available in Queens for our work 
but the community is getting to know us a little better. Many of 
those who walk in have heard about us from their minister or a local 
attorney or a family or religious service organization or even from 
a cop on the neighborhood beat.” 

Most, however, are self-referred, which indicates, according to 
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Dr. Tuchman, that their personalities are well 
enough organized to reach out for help. Primarily 
to accommodate them after work, regular hours 
are 6 to 9 p. m. on Tuesday and Thursday eve- 
nings, although sympathetic treatment outside the 
scope of the clinic's multidisciplinary approach 
is available at all other hours in the hospital 
emergency room. No appointment is required, and 
nobody is turned away. Usually, in a single clinic 
interview the trouble can be handled; seldom is the 
maximum of three hourly visits necessary. In the 
few cases in which prolonged treatment is indicated, 
efforts are made to get the patient to his family 
physician, to a psychiatrist or private psychiatric 
clinic, to his minister, or perhaps to a social or legal 
agency. Occasionally, hospitalization is recom- 
mended. 

“The troubles of these people are not trivial,” 
says soft-spoken Dr. Alonzo J. Beavers in his trace- 
of-Texas twang. “Everyone arrives with a sense of 
urgency, a sense of impending personal disaster. 
The clinic acts as a safety valve where they can 
talk out their troubles and prevent an explosion.” 

Dr. Beavers is the assistant director of psychiatry, 
serving under Dr. Leopold Bellak, the prime mover 
of the Trouble Shooting Clinic. Both are principally 
engaged in private practice. Also on the clinic staff 
are Mrs. Josephine Scott, M.S.W., the chief social 
worker, and Paul Park, Ph.D., the chief psychologist. 
Their roles in screening and interviewing are woven 
into the total medical approach. 


One-Hour Solution 


One success of the team effort was chalked up 
recently when a young man, broke and out of work, 
walked into the clinic in a frazzle of worry over 


Emotional First Aid at Home 


Another “emotional first aid” facility is operat- 
ing in suburban Boston. At Mattapan, Mass., the 
Psychiatric Home Treatment Service—like the 
Trouble Shooting Clinic in New York (see story) 
—uses the psychiatrist-psychologist-social worker 
team approach to give emergency treatment. Un- 
like the New York clinic, PHTS functions on a 
mobile basis, responding to emergency calls from 
physicians, social agencies, private families, and 
clergymen, The Massachusetts service, too, is a 
vehicle for mental health education at both the 
family and community levels. It was begun in 
January, 1958, under the joint auspices of Boston 
University School of Medicine and the National 
Institutes of Health. Dr. Tobias Friedman, head of 
the mobile psychiatric unit, has reported, “Emer- 
gency treatment for emotionally ill persons who 
will not or cannot get hospital care is a crucial 
and universally neglected problem.” 


Woman who walked in for help is interviewed in Trouble 
Shooting Clinic by Dr. Beavers. In right foreground is Dr. 
Leopold Bellak, director of psychiatry and moving force be- 
hind clinic. Hospital board sought him out to establish it. 


his inability to obtain a cabdriver’s license so he 
could support his wife and three children. The city 
had refused him a license on the basis of an army 
medical discharge for psychoneurosis. Within one 
hour, these things happened: The clinical psycholo- 
gist determined that the man had the necessary 
intelligence, the social worker learned from a near- 
by police station what would be needed to satisfy 
authorities for the issue of a license, the psychiatrist 
decided that the psychoneurosis was not severe 
enough to interfere with the job, and—as a result of 
all this—the hospital handed the man an official 
statement that he was capable of handling the re- 
sponsibility of taxi-driving. He got the license. 
Such duties of the four clinic members are com- 
bined with broader staff responsibilities in the 1,000- 
bed city hospital. Not overlooked in these broader 
responsibilities is the opportunity to extend both 
general and medical education in mental health. 
This month, for example, the hospital’s five chap- 
lains (see Medicine at Work, THe Journat, April 
13, 1957) are scheduling a seminar with other 
clergymen of the community to discuss the work of 
the Trouble Shooting Clinic. And, at frequent inter- 
vals, 10 hospital residents sit in on selected cases. 
This equips them, at ensuing sessions with the clinic 
staff, to help analyze the diagnostic and therapeutic 
techniques employed for individual patients. 


Community Asset 


“In such a learning-teaching process,” says Dr. 
Beavers, “we see unsophisticated patients who might 
never walk in if the clinic had a title with ‘psy- 
chiatric’ or ‘mental’ in it. Too frequently, still, they 
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equate psychiatry with something for ‘crazy’ peo- 
ple. But they do come for help when they trust 
the clinic as a place where they can be helped 
with those everyday problems which might erupt 
into major troubles, a place where they may get 
first aid for upsets and bruised feelings. 

“This clinic in this hospital in this community does 
not represent a special kind of situation for success. 
The concept of trouble-shooting, in the general 
pattern which we have been following, is eminently 
suited to any community hospital serving its 
environs. It is a distinct asset to the community, not 
only because the majority of the troubles—85% here 
at Elmhurst—are handled effectively, but also be- 
cause of the definite preventive medicine aspects. 
That is our long-term goal—prevention. The true 
value of this clinic is not in the visible accomplish- 
ments—like the cabbie who got the license—but in 
what cannot always be seen—a suicide averted here, 
a homicide prevented there, an entire family held 
together by the resolution of a single problem. 
Those are situations which cannot be measured.” 


Darwin's Theory Is Getting 
A Grand Centennial Salute 


One of the world’s most impressive scientific 
meetings will open next week after nearly four 
years of planning. For five days, beginning Nov. 24, 
50 leading authorities in fields ranging from astron- 
omy to zoology will discuss the impact of Charles 
Darwin’s ideas on evolution. His theory was pub- 
lished Nov. 24, 1859. 

The Darwin Centennial Celebration, centering 
at the University of Chicago, also will project his 
theory into its likely development in centuries 
ahead, as scientists examine everything from the 
tiniest particle of living matter to the destinies of 
outer space. More than 1,000 persons from through- 
out the United States and abroad will be attending 
the celebration to hear unrehearsed panel discus- 
sions on The Origin of Life, The Evolution of Life, 
Man As a Biological Organism, The Origin and 
Nature of Mind, and Social and Cultural Evolution. 
Ten nations, including the Soviet Union, are send- 
ing scholars. Specific medically oriented topics to be 
discussed in relation to evolution include viruses, 
diseases of the mind, cancer, nervous function, 
genetics, anatomy, and physiology. 

“The celebration will be a milestone in the history 
of evolution,” says Sol Tax, chairman of the centen- 
nial committee. “It will be the most comprehensive 
and intensive examination of the impact of Dar- 
win’s ideas on all aspects of man and his universe 
ever held at one time and place.” 
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To Help Chart a Course for 
A. M. A. Scientific Activity 


A telescopic image of future A. M. A. scientific 
activity soon might be looming into view on a lens 
focused by some of America’s leading physicians 
and scholars. For two and a half days in Hershey, 
Pa., members of the Board of Trustees joined with 
educators in medicine and allied sciences, practic- 
ing physicians, administrators, A. M. A. staff per- 
sonnel, and research leaders to examine closely 
the Association’s present role in medical science. 

This week the Board of Trustees, whose Com- 
mittee on Scientific Activities sponsored the con- 
ference, was scheduled to discuss the happenings 
at Hershey, where Dr. R. B. Robins had said, “We 
on the Board will be considering the fine sugges- 
tions you have made so that we may in turn offer 
to the House of Delegates recommendations on 
how to improve the scientific activities of the 
A. M. A.” As if to underscore that point of imple- 
mentation, John S. Millis, Ph.D., president of West- 
ern Reserve University, said: 

“The A. M. A. is a voluntary Association, and 
that which is done is not done by the decision of a 
dictator or of a single group of men and women 
but rather by the voluntary decision of a group of 
free men deciding that which is wise and prudent 
and moral. ... The A. M. A. is the greatest force 
within the fabric of medicine which is concerned 
with supplying a unifying force to be a counter- 
action to those forces which divide medicine itself.” 

Dr. Millis was speaking as chairman of the 20- 
member ad hoc committee whose members were 
selected (see list in Medicine at Work, THE JouRNAL, 
Sept. 12, 1959) for their scientific eminence and 
also because their detachment from A. M. A. or- 
ganizational matters equipped them with an ob- 
jective overview. The meetings Sept. 14 through 16 
progressed in an atmosphere of constructive criti- 
cism interlaced with bold suggestions (see box) 
which bristled with controversy. It was an atmos- 
phere in which scores of provocative questions, 
such as the following, sometimes contributed more 
to discussions than did answers: 

—Should the A. M. A. take direct action calcu- 
lated to arouse active interest in creating new 
medical schools? 

—Should a reevaluation of all A. M. A. commit- 
tees be made to determine whether there are dupli- 
cations of activities? 

—Does the A. M. A. as a whole attempt to do 
too much or too little, scientifically? 

—Should A. M. A. membership include scientists 
other than physicians, who are working on med- 
ical problems? 

—Is a “Doctor Relations” (doctor-to-doctor) pro- 
gram in the area of medical sciences more impor- 
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Bold Words at Hershey—Will They «..+.secccccccccccceee 


On both sides of a two-way mirror, A. M. A. 
scientific activity was given a critical once- 
over at Hershey, Pa., by men and women in- 
side as well as outside of the Association. It 
was inevitable that their inspection-introspec- 
tion should produce frank and provocative 
statements. Here are a selected few: 


On education and medical schools— 

Too many medical schools adopt grade-school 
and high-school methods. We should regard med- 
ical students as true graduate students--recogniz- 
ing that it is just as important to teach what is 
not known about a subject as what is known... . 

One might well consider abolishing departments 
of pathology and anatomy, and integrating the 
study of normal structure with normal function. 

is may seem heretical, yet the divorce of struc- 
ture from function is obviously illogical. . . . 

There is a contradiction in the fact that the 
A. M. A., in one breath, says, “We will not recog- 
nize your medical school until it has these certain 
courses’—and then, in the next breath, says, 
“Sorry, you cannot accept federal funds to help 
establish these courses, ause only construction 
funds are acceptable from the government... .” 

If medicine is concerned only about medical 
education, as we normally think about it in the 
medical school or hospital, we are blinded; for 
the health of medical education is no greater than 
the health of the total educational enterprise. . . . 

There are situations in which the competition, 
jealousies, and rivalries among physicians are such 
as to virtually insure that a physician’s work 
not be scrutinized by his elisaanes Group prac- 
tice would appear to be one convenient organiza- 
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tional structure through which a physician could 
be better exposed to a thorough medical audit by 
his colleagues. It also seems to be an ideal 
mechanism for the participation of its members 
in formal educational opportunities. . 

The A. M. A. would gain much public ap- 
probation if it would estimate the number of new 
medical schools needed, specify the geographical 
areas where they are seated, and not attach any 
strings to funds which would build these 
schools. .. . 

Yet this is many-faceted. We cannot simply 
recommend more medical schools. We must tie 
that in with the need for more medical faculty. . . . 

We might consider creating a type of medical 
man who does not now exist in America—a man 
able to perform tasks beyond those generally as- 
signed to a registered nurse, but who is qualified 
to perform some of the functions of a physician 
only under the physician’s supervision. . . . 


On research— 

There is really only one issue on which the 
future of medical science depends. That is to in- 
sure that we continue to maintain and expand 
the opportunities in medical research for those 
who, by their natural gifts of mind, are able and 
willing to carry out the exacting tasks that lead 
to advancement of knowledge. How much money 
is needed, who should supply it, and how it should 
be spent are secondary to this... . 

There is need for the development of a very 
strong Committee on Research, with representa- 
tion from all areas i ic, legal, and 
educational, as well as scientific. . . . 

The A. M. A. has not yet assumed leadership 
in atomic medicine and ionizing radiation, elec- 
tronics, and other areas of physics which open 


tant to the advancement of American medicine 
than is a “Public Relations” program? 

—Should the A. M. A. develop appropriate stand- 
ards to combat misleading advertising? Should it 
conduct a “consumers’ research” type of program 
for medical instruments, devices, and apparatus in- 
tended for use by the physician only? 

Those and other questions rang out at the open- 
ing session, echoed in group discussions, rever- 
berated at the ad hoc committee session, and still 
sounded as the conference was closing. Some, of 
course, were asked more in broad challenge than 
in specific search. Others await answer in studious 
deliberation. “The report of this meeting,” said Dr. 
Hugh H. Hussey, the conference chairman, “will 
be subject to careful review. We may expect the 
beginning of some changes. This will require sift- 
ing, enlargement, and development. Out of House 
of Delegates actions, programs then will arise.” 

When the conference ended, that statement was 
providing the soundest reply to the question, 
“What, specifically, happened at Hershey to change 
things?” What happened was that for the first time 
in A. M. A.’s 118-year history wise men not only 
assembled humbly but also examined fearlessly 


and projected hopefully. What happened was im- 
petus. 

“This has been a revolutionary occasion,” says 
Dr. Millis, “a revolutionary occasion on which we 
were trying to see how revolutionary forces might 
be channeled to produce evolutionary change.” 

Members of the Committee on Scientific Activities of the 

A. M. A. Board of Trustees are Drs. Julian P. Price of Florence, 


S. C.; Rufus B. Robins of Camden, Ark., and Hugh H. Hussey 
of Washington, D. C., Chairman. 


“A Little More 


As physicians become more effective are their 
patients, individually and collectively, becoming 
more perverse? Leo W. Simmons, Ph.D., professor 
of sociology at Yale University and one of about 
65 American sociologists specializing in the field 
of medicine, asks that question. He told physicians 
and other participants at the A. M. A. scientific 
assessment conference in Hershey, Pa.: 

“There’s not much difference between us under 
the skin. We [medical scientists and sociologists] 
are really brothers. You already have in your bag 
of knowledge tremendous therapeutic potential 
which society is not allowing you to use—through 
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new pathways to the understanding of normal 
physiological and many pathological processes. 
By this time, the A. M. A. should have estab- 
lished the mechanism for collecting, analyzing, 
and screening new knowledge in this field and 
for properly communicating its medical implica- 
tions to the profession and to the public. . . . 


On specialization— 

The proper function of the specialty boards is 
the examination of candidates for membership. 
Boards go beyond their prerogative when they 
prety a too rigid educational program to achieve 
those ends... . 

Medicine is fragmented by specialization, and 
specialization is an absolute necessity. We will 
have more of it and it shall be more intense as 
the physician tries to multiply his effectiveness. . . . 

Modern medicine is just beginning to discover 
that it takes just as much effort to achieve coop- 
eration between specialists as it does to achieve 
specialization itself. There is the great lag: keep- 
ing pace with specialization through cooperation 
between the specialties. They [specialization and 
cooperation] go together. .. . 


On communications— 

There is the important problem of coordinating 
the educational work of the Councils and Com- 
mittees within the A.'’M. A. Communication is 
inadequate; there is not even a central clearing 
point for its many educational activities. . . . 

The A. M. A. could make a real contribution 
by developing a field service for scientific activi- 
ties—to disseminate ideas, suggest guest speakers, 
provide technical assisiance—helping medical so- 
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sesecccecccscsecesseees Help Shape Medical Science Tomorrow? 


cieties develop scientific programs and postgrad- 
uate educational activities. . . . 


On unity— 

If we adopt the easy way of meeting problems, 
by organization of one more Division or one more 
Council, as a universal technique, then we are 
introducing additional divisive forces and are not 
doing what the A. M. A. wishes to do—provide 
unifying devices. .. . 

There is a conflict between physicians and 
other medical scientists. It is real and is hurting 
the progress of medicine. It is reflected socially, 
economically, and in work patterns. One sugges- 
tion is to modify the salary scales so that people 
are paid for what they é and what they are 
worth, regardless of the degree they hold... . 


On ideas for the future— 

A medical science group directly advisory to 
the Board of Trustees could open an avenue 
along which the hopes and aspirations, the goals 
and the desires and the dreams of the medical 
scientist—the essence of the thing that makes him 
tick—could be communicated directly to a top re- 
sponsible body of the Association. . . . 

Activities of a reorganized Division of Scientific 
Activities might be arranged under four headings 
dealing with permanent and basic questions of 
instrumentation, measurement, assessment, and 
communication. That could compose the frame- 
work. Most problems in medicine are, in the 
broad view, temporary ones which can be han- 
dled in such a framework and in ad hoc commit- 
tees drawn from within those four headings in 
the organization as well as from outside the As- 
sociation. .. . 


What's Ahead in Legislation? 
A. M. A. Session Seeks Answer 


Two U. S. congressmen, a state governor, a leader 
in public health, and a farm group executive have 
joined with representatives of medicine to offer an 
integrated view of what lies ahead in legislation 
affecting the public and the medical profession. 

They were among 240 registrants at a Medical 


Penicillin, Please. ...” 


public apathy, opposition, and other barriers. That 
is the paradox: A doctor can see people around 
him sick and dying—and know what to do, but 
sometimes not be allowed to do it because of these 
barriers. 

“At the same time you are confronted with an 
increasingly sophisticated clientele of patients, 
and they are becoming more and more critical of 
medicine—‘A little more penicillin, please, doctor.’ 
And sweeping commercialism is forcing much of 
the public to look at the doctor as someone who 
has some special skill to sell—yes, to sell.” 


Legislative Conference held Oct. 2 and 3 in St. 
Louis under the auspices of the A. M. A. Council 
on Legislative Activities. Most of those who took 
part in the discussions, which related to the health 
of the aged, were physicians and executive secre- 
taries from 49 state medical associations (only 
Alaska was not represented). Participating also were 
three members of the A. M. A. Board of Trustees, 
several officers and past-presidents of the A. M. A., 
and top executives of the headquarters staff. 

Presentations were delivered by Governor Rob- 
ert E. Smylie of Idaho, U. S. Representative 
Thomas B. Curtis from Missouri, U. S$. Representa- 
tive Dale Alford, M.D., from Arkansas, executive 
director Ben Read of the Public Health League of 
California, and Roger Fleming, secretary-treasurer 
of the American Farm Bureau Federation. Said 
Dr. George M. Fister, the Council chairman who 
presided at the conference, “Activities in Congress 
dealing with health care for elderly people need 
careful examination by all elements and at every 
level of our society, so that medicine’s constructive 
role can be understood more clearly as it benefits 
the public at large.” 
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m Hershey Conference 


Growth and influence of specialty boards are discussed at Group conference on important issues in behavioral 
a group conference in Hershey, Pa., during historical review sciences is chaired by sociologist Leo Simmons, left. Three- 


of A. M. A. scientific activities. day session opened Sept. 14. 


Left, session begins for 79 participants, including members of 
A. M. A. Board of Trustees, staff executives and ad hoc Committee 
members. Above, another of five conference groups examines aspects 
of formal medical education. 


| 


Above, all 20 members of ad hoc Committee meet in closed ses- 
sion to summarize findings of groups for final report. Right, scene 
at plenary session. 
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They Run, Jump, and Throw Under 
The Watchful Eye of Medicine 


While athletes from 35 countries sprinted around 
tracks, hurled the shot, raced on bicycles, and 
boxed one another in September’s Pan American 
Games in Chicago, their physicians, trainers, and 
physical educators were meeting to consider the 
physiological problems that result from such strenu- 
ous activities. 

The 200 who registered for the third Pan Ameri- 
can Sports Medicine Congress heard speakers dis- 
cuss such diverse topics as research in athletic 
injuries and the effects of altitude on performance: 

—The prevention of athletic injuries has only 
recently begun to receive the attention it deserves, 
according to Dr. Allan J. Ryan, Chairman of the 
A. M. A. Committee on the Medical Aspects of 
Athletics. He told the Congress, “In the vast field 
of medical publications there has been until just 
recently a remarkably scanty list of authoritative 
articles and books to which the newcomer to this 
field could turn for guidance. . . . As a consequence, 
this field of sports injuries has been one of the last 
strongholds of empiricism in medical treatment.” A 
quickening interest in this field is indicated by the 
fact that the A. M. A. will sponsor a national con- 
ference on the subject this month in Dallas, Texas, 
prior to the Clinical Meeting. 

—Changes in altitude, according to Dr. Peter 
Karpovich, research professor of physiology at 
Springfield College in Massachusetts, can have a 
distinct effect on athletic performance if the sub- 
ject trains near sea level and then is called on to 
perform at a higher altitude. Dr. Karpovich noted 
that visiting athletes competing in the 1955 games 
at Mexico City’s 7,500-ft. altitude turned in signifi- 
cantly poorer performances there than they had in 
other contests. Five of 6 discus throwers tested 
seemingly were affected, as were 12 of 13 swim- 
mers. Periods allowed for acclimatization of those 
making the poorer showings had usually been very 
short. 

While Chicago’s low altitude probably did not 
affect the visiting athletes this year, the atmosphere 
may have. The city laid on a record wave of heat 
and humidity. 

“We don’t have weather like this where I come 
from,” one athlete from a semitropical country 
complained to Mayor Richard Daley. “You should 
have come when the Queen was here,” the Mayor 
replied. “The weather was splendid then.” 
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Executive committee members discuss first draft of refer- 
ence work on homemaker services. 


Out of a Conference—A Primer 
For Homemaker Services 


When the word “Homemakers” is capitalized, 
it refers to the nearly 2,000 women at work in the 
United States today helping troubled families. Re- 
cruited, trained, and supervised by voluntary agen- 
cies and departments of public welfare, these 
women are assigned to families temporarily de-— 
prived of the services and stabilizing influence of 
the wife and mother. 

But 2,000 are not nearly enough, and those who 
concern themselves with such things are working 
hard to stimulate the expansion of such services. 
One group, perhaps more concerned than any 
other, is the Executive Committee of the National 
Conference on Homemaker Services which includes 
representatives of the A.M.A. and 25 other organi- 
zations interested in the health and welfare of 
Americans. Meeting in New York last September, 
the committee plunged into its current task of 
compiling a volume on the history, need, and 
methods of establishment of homemaker services. 
When it is completed next spring, the 300-page 
encyclopedia is expected to serve as a primary 
source of homemaker information. 

The volume is being based on material and 
recommendations produced by the 400 physicians, 
welfare workers, nurses, insurance executives, labor 
officials, and lawyers who attended the two-day 
Homemaker Conference held in Chicago last spring 
(see Medicine at Work, THe JourNaL, March 21, 
1959). 

The increasing demand for homemaker services 
does not stem entirely from the lower income 
groups. The need for such a service may be just 
as urgent in a family which can afford to pay for 
such help but cannot find it. This dilemma was 
noted by Dr. David E. Price speaking at the na- 
tional conference. He said, “There is a great deal 
of difference between trying to hire a maid, hoping 
that she will stay in spite of difficulties and health 
emergencies in a family, . . . and welcoming a 
trained person coming into the home because of 
these very difficulties and disruptions.” 
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They Bridge the Gap Between 
Self-Care and the Institution 
Richard P. Pratt 


Mrs. Rogers is afraid. Living in the second 
largest city in the world, she is alone. Wid- 
owed and childless, she has lived for the past 
eight years in a tiny rented room, comforted 
only by her few remaining possessions. Now, 
failing eyesight has made even her little shop- 
ping trips a misery and cooking a ‘chore. 
Proud, but with a pride tinged with realism, 
she faces the necessity of changing her mode 
of living. . . . Change. . . . Even the word 
creates apprehension. If only she had a family 
she could turn to... . 


In some of our larger cities today—and in some 
of the smaller ones, too—there is a family for Mrs. 
Rogers, and other families for other elderly persons 
in similar circumstances. Families willing to share 
their homes, their food, their small pleasures, and 
perhaps even some of their burdens. They are 
members of what are variously called foster home 
plans for the aged, substitute family plans, or 
residential placement programs. They are families 
willing to provide not only bed and board but 
some of the companionship, warmth, and personal 
contact so necessary to human happiness. 

Some of these programs are offered by welfare 
agencies, others by voluntary social service groups, 
but, whatever the sponsorship, they are providing 
an alternative living arrangement for the aged that 
lies between self-care and an institution. Foster 
home plans for the aged are a modification of the 
foster home theory long used to good effect in 
caring for children deprived of parental support. 
In both, the underlying philosophy is the same— 
that, where possible, life in a small household is 
preferable to life in an institution. 

The recruitment of potential foster homes is one 
of the problems facing any organized program of 
substitute family care for the elderly. Newspaper 
advertisements, talks before civic groups, personal 
referrals, and appeals through religious groups are 
the usual channels, although the imaginative ap- 
proach also pays off. In Baltimore, an agency 
fattened its list with prospects who had applied 
for foster children but had failed to make the 
grade. One in Brooklyn accepted client referrals 
from religious groups, with a request that each 
group locate another home to add to the roster. 

Once found, the home must measure up to a 
check list of standards. Most agencies require that 
the client be given a private room, furnished with 
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linen, allowed use of the telephone, permitted 
visitors and reasonable use of the living room, 
and provided with appetizing food. Initial inter- 
views with the family and inspection of the home 
are necessary, and continuing agency supervision 
is deemed advisable. 


Family Matchmaking 


Once a list of suitable homes is compiled, the 
agency's real work begins. Probably no element 
of the plan is more crucial to its success than the 
matching of client with his prospective host. Miss 
Ruth M. Snyder, assistant to the director of special 
services of the New York City Department of Wel- 
fare, says, “A good matching job requires patience, 
understanding, and skill and depends on a knowl- 
edge of the home and the proprietor as well as the 
prospective boarder’s health and personal needs, 
interests, and eccentricities.” 

However skillfully the two have been pre- 
matched by the agency, the proof of the pudding 
is their first meeting. The Jewish Community 
Services of Long Island explains its method this 
way: “On the day of the meeting, both persons 
are seen first by the worker and then introduced 
to each other. They are given an opportunity to 
talk to each other alone, and both can discuss 
what they have to give each other, the arrange- 
ments, etc. After this meeting, both clients are again 
seen briefly by the worker for their initial reac- 
tions.” Providing such a beginning is successful, 
the client then visits the home, takes a look at the 
surroundings, and prepares himself for the move. 

Smoothly functioning in the background of such 
work are the medical skills of interested physicians. 
Physical examination of boarders prior to admit- 
tance is considered a necessity, and at least one 
agency requires that a physician certify the home- 
owner's fitness to assume the added burden of 
care that taking in a boarder will mean. Doctors 
are often consulted, too, about special physical 
and dietary problems, as well as continuing medical 
care. Among the voluntary agencies, physicians’ 
names are prominent in lists of directors. One 
agency even goes so far as to seek psychiatric 
evaluation in cases in which the prospective boarder 
has an emotional problem. 


Payments and Personals 


Payments for foster home care come either from 
the private funds of the boarder or from welfare 
agencies, or both. Costs range from $100 to $150 
per month, depending on regional area, services 
provided, and other factors. While financial profit 
is considered an acceptable motive for wishing to 
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Feeling of a Family 


“We place major emphasis on the ‘home’ as- 
pects of the program. Our concern goes further 
than just finding a room for our client-boarder to 
rent and occupy. Although we do not expect him 
(or her) to be adopted by the proprietor, we do 
like to know that he is living in a home where he 
can have the feeling that he belongs to a family.” 

—Booklet offered to owners of prospective 
foster homes. 


have foster members in a family, agencies generally 
require that the family have an income of its own 
in addition to such payments. Whatever the original 
financial incentive, foster families often find them- 
selves caught up in the interpersonal relationships 
that such placement inevitably generates. In New 
York City, the foster home program of the De- 
partment of Welfare sends a quarterly newsletter 
to all foster families on its list. The newsletter 
contains a variety of material, but it is in the 
“personals” that the value of the foster family 
concept shines through: 

—“Bouquets to Mrs. P. . . . who has earned 
the affection and gratitude of Mr. B.. . . for many 
kindnesses, not the least of which is encouraging 
him to resume playing his violin. He is a former 
concert violinist.” 


—“Mrs. H. . . . has many times told us of her 
thankfulness for the understanding care she receives 
from Mrs. D. . . . She has an unusual handicap 


which has affected her speech and Mrs. D. . . . has 
been very resourceful in finding ways to commu- 
nicate to avoid frustrations.” 

—“There was a gala birthday celebration at the 
M. ... home for the 90th birthday of Mrs. A... ., 
with about 20 guests present. There were gifts and 
flowers, and the party dress worn by Mrs. A... . 
was the prettiest of all.” 

Often, of course, the foster home is not the 
final residence of the elderly person. Increasing 
age, incapacity, or burdensome illness sometimes 
makes removal to a hospital or nursing home 
advisable, but, as Miss Snyder points out, such 
decisions are not easily made. She writes: 

“The line of demarcation between the need for 
nursing care and the care provided in a boarding 
home is sometimes very tenuous. We ourselves 
are not always sure, and frequently the attending 
physician makes a strong plea that the client stay 
where she is rather than be moved, insisting that 
nursing care is not needed. In many instances, 


[families] have become so attached to their elderly 


charges that they are not only willing but eager 
to keep them, despite limitations of health and 
deteriorating personality.” 


Two-Way Street 


Agencies operating foster home programs have 
become increasingly aware that they are doing 
more than just finding a home for an elderly client. 
William Posner, assistant director of the Jewish 
Community Services of Long Island, states, “In 
the process of matching resident and family, we 
have become convinced that it works best if the 
family needs an older person as well as the other 
way around. The older person can become a real 
companion to a foster family. In recent years, we 
have been recruiting more and more younger 
families in whose home the older person 
a grandparent figure.” 3 

A slightly different view of foster home plan 
usage is visualized by Maurice J. Ostomel, executive 
director of the Jewish Home for the Aged of Los 
Angeles, which hopes to develop such a program 
as part of its master plan. Mr. Ostomel notes that 
such homes can provide temporary care, for per- 
sons on the waiting lists of homes for the aged and 
also for the short-term placement of the elderly 
when those who have been caring for them are 
called away, hospitalized, or otherwise burdened. 
He states, “A foster home placement service can 
serve as a valuable part of the armamentarium of 
a home for the aged.” 

One telling indication of the relationships that 
arise between families and their elderly guests was 
illustrated last summer at a small ceremony held 


_ by the New York Department of Welfare to honor 


ten of its foster home owners who had given a 
decade or more to the program. Nine of the guests 
of honor were present to receive the small gold 
pins the department was awarding. The tenth 
failed to appear. She was too busy nursing an 
elderly guest who had suddenly fallen ill. 


A Friendly Face 


“During the last years, we have surrounded 
foster care with a variety of adjuncts, the most 
important being friendly visiting services,” says 
William Posner, assistant director of the Jewish 
Community Services of Long Island, N. Y., a pio- 
neer in the substitute family field. 

He adds, “We have found that many people— 
in addition to family living—require the personal 
interests of ‘outsiders.’ These friendly visitors bring 
the outside world in, and this is particularly im- 
portant where the older person has no relatives 
of his own.” 
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THE HERSHEY CONFERENCE 


“He that will not apply new remedies 
must expect new evils”—Bacon 


he conference in September at Hershey, 
| Pa., under the auspices of the A. M. A. 

Board of Trustees’ Committee on Scien- 
tific Activities was a unique and reward- 
ing experience, the positive value of which it is 
anticipated will become appreciable during the 
period ahead. 


The conference was developed around a group | 


of 20 invited ad hoc advisers from the field of 
medicine and allied scientific areas, each selected 
for outstanding competence in his or her area of 
scientific interest. Others in attendance included 
members of the A. M. A. Board of Trustees, execu- 
tive officers, and division directors, together with 
the responsible administrative personnel and repre- 
sentatives of each of the councils and committees 
within the division of scientific activities. Résumé 
background material concerning past, current, and 
projected activities of the division had been studied 
by all participants well in advance of the meeting. 
The entire conference was conducted in the spirit 
of invitation and challenge to use reason and 
thought in searching for the solution to current and 
future needs and problems. 

The ideas and suggestions resulting from the two 
and one-half—day conference were eloquently sum- 
marized at the final session by President John S. 
Millis of Western Reserve University. If the Ameri- 
can Medical Association is to effectively play its 
role as the greatest single force in American medi- 
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cine to counteract the divisive forces within 
medicine itself, it must be the pivotal factor in pro- 
ducing coherence and unity. In addition to this 
sound counsel, five central ideas relevant to think- 
ing and action were proposed by the conferees for 
the American Medical Association. 

The first of these dealt with people for medicine 
through the role the American Medical Association 
should play in the assurance of enough of the right 
kind of people for the continuance of the pro- 
fession. The Association should have deep concern 
and interest regarding the number, quality, and 
recruitment of medical students, as well as in the 
development of adequate facilities, faculties, and 
financial support to insure the education and train- 
ing of sufficient medical personnel in the period 
ahead. It should also be concerned with the need 
for sufficient numbers of practitioners in the various 
fields to render good medical care. The American 
medical profession should be vitally interested and 
concerned with what might be termed the “seed 
corn,” namely those members of the profession who 
serve as the teachers and investigators. Further- 
more, there is a direct challenge for communica- 
tion from organized medicine to the young people | 
of America, and to the public in general, about the 
people of medicine, as well as the challenges it 
presents today . 

Secondly, education for medicine has become a 
fragmented responsibility. Education, in general, 
covers a vast sweep, of which medical education is 
just a part. Today we cannot think in isolation but 
must think and plan in terms of a continuous proc- 
ess of education for medicine. If medicine, and the 
American Medical Association in particular, is con- 
cerned only about medical education, it is blind 
indeed. It must be just as vitally concerned today 
with chemistry, biology, sociology, physics, psychi- 
atry, and other areas as with education leading di- 
rectly to qualification in clinical fields. Full realiza- 
tion and effective utilization of this comprehensive 
approach constitutes one of today’s outstanding 
scientific and educational challenges. 

The third area of concern dealt with interprofes- 
sional and intergroup relations. Medicine itself is 
fragmented and may be even more so in the period 
ahead. Physicians will need the assistance of more 
and more persons in allied fields. Consequently, 
the relation of medicine to the areas and groups 
allied to it becomes increasingly important. The 
American Medical Association must take a positive 
approach in this area, and it should take leadership 
to invite appropriate interprofessional and inter- 
group cooperation. It is gratifying to note that real 
efforts have been under way in this direction dur- 
ing the past two years. One valuable positive ap- 
proach might be through the establishment of a 
group of such scientists to serve in an advisory 
capacity to the Board of Trustees. 


| 
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Inquiry for medicine constituted the fourth sug- 
gestion. The conference group emphasized that the 
conduct of research activities involves an area in 
which many other agencies (such as universities 
and institutes) can do certain of studies 
more effectively than the American Medical Asso- 
ciation. However, the conferees believed it exceed- 
ingly important for the American Medical Associa- 
tion to have the appropriate mechanism for re- 
viewing research, identifying and filling gaps, and 
undertaking direct inquiry in certain areas, as, for 
example, those dealing with standards of medical 
care..What is adequate medical care is by no means 
an appropriately answered question. The American 
Medical Association should also measure the de- 
sires and needs of practicing physicians in regard 
to continuing medical education. Its headquarters 
staff should constantly play a role in evaluative 
functions involving the distillation of wisdom from 
information and its subsequent appropriate com- 
munication. Fundamental is the constant effort to 
communicate and transmit ideas, thought, and wis- 
dom so that they may be effectively utilized. 

And finally, the philosophy of organization for 
medicine in its scientific and other efforts was em- 
phasized. Since the American Medical Association 
is, and should be, a unifying force, it must be care- 


ORGANIZATION SECTION 


183/1707 


ful not to be divisive in its organizational tech- 
niques. In the past the Association has tended to 
develop new councils, committees, or bureaus 
whenever a special problem has arisen. Over the 
years this mechanism has tended to become divi- 
sive and should be carefully reevaluated. The Ameri- 
can Medical Association should organize its total 
responsibility so that the organization integrates 
all of these elements. 

It will be a year or so before the impact of 
the Hershey conference can be fully evaluated. It 
pointed up many suggestions that will undoubtedly 
play an important role in projecting the scientific 
activities of the American Medical Association dur- 
ing the period ahead. It has clearly indicated the 
innumerable ramifications of the concern of the 
division of scientific activities with the problems 
and interests of all other divisions. Effective plan- 
ning and action during the period ahead, therefore, 
necessitates that those responsible think, plan, and 
work in terms of the American Medical Association 
as a whole, that perspectives be broad, and that this 
great voluntary association and its staff constantly 
strive toward coherence and unity in their efforts. 

(A Medicine At Work pictorial-and-text report 
on the Hershey Conference appears on pages 1699 
to 1702.) 


ORGANIZATION SECTION 


NATIONAL CONFERENCE ON THE 
MEDICAL ASPECTS OF SPORTS 


The program for this conference, sponsored by 
the American Medical Association for physicians, 
athletic directors, coaches, and trainers, which 
meets at the Baker Hotel, Dallas, Texas, Nov. 30, 
1959, immediately preceding the A. M. A. Clinical 
Meeting, Dec. 1-4, is as follows: 


Morning 
8:00 Registration 
9:00 First General Session, Ballroom 
Presiding: ALLAN J. Ryan, M.D., Chairman, 
Committee on the Medical As- 
pects of Sports, American Medical 
Association. 

Greetings from the Association: Louis M. 
Orr, M.D., President, American Medical 
Association. 

9:30 Divided Sessions 

Section I: Physiology of Exercise, Texas Room 

Presiding: Davw J. Henry, M.D. 

The Biodynamic Potential of the American 
Male Population. 

Bruno Ba.ke, M.D. 


Oxygen Debt in Near-Anaerobic Exercise. 
Davw B. Dut, Px.D. 
Amphetamine Sulfate and Athletic Perform- 
ance: II. Subjective Responses. 
Henry K. Beecuer, M.D. 
Exercise and the Kidney. 
WarrEN R. Guitp, M.D. 
Section II: Prevention of Athletic Injury, 
English Room 
Presiding: Owen B. Murpny, M.D. 
A Medical Program for High School Football. 
JoserH H. Burnett, M.D. 
Panel Discussion: Protective Headgear for 
Athletics, Research and Development. 
Chairman: Henry J. Montoye, Px.D. 
CREIGHTON J. Hace, Pu.D. 
ALexius Racuun, M.D. 
GeorceE G. SniveLy, M.D. 
11:15 General Summary Session, Ballroom 
Summary for Divided Section I, 
J. Henry, M.D. 
Summary for Divided Section II, 
Owen B. Murpny, M.D. 
Questions, Comments, Discussion 
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Afternoon 


12:15 Luncheon Meeting (tickets available at reg- 
istration desk), Terrace Room 
Presiding: ALLAN J. Ryan, M.D. 
Youth Fitness Today. 
Mr. Homer C. Wapswortn, Chairman 
of the President's Citizens Advisory 
Committee on the Fitness of American 
Youth 
2:00 Divided Sessions 
Section III: Training and Conditioning the 
Athlete, Texas Room 
Presiding: Epwarp T. M.D. 
The National Athletic Trainers’ Association 
and Its Program. 
Mr. E. NEWELL 
Effort and Fatigue in Athletics. 
J. Kennetu Douerty, Pu.D. 
The Role of Physical Conditioning in Pre- 
vention of Athletic Injury. 
Hans Kraus, M.D. 
Section IV: Treatment of Athletic Injury, 
English Room 
Presiding: Aucustus THORNDIKE, M.D. 
The Pathology of Trauma. 
Patron, M.D. 
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Panel Discussion: The On-Field Duties of 
the Team Physician. 
Chairman: Cari E. Bapciey, M.D. 
D. Paut, M.D. 
Francis MurpHey, M.D. 
Tuomas B. Quic.ey, M.D. 
4:00 General Summary Session, Ballroom 
Summary for Divided Section III, 
Epwarp T. Smirn, M.D. 
Summary for Divided Section IV, 
Aucustus THORNDIKE, M.D. 
Questions, Comments, Discussion 


Evening 


8:00 Evening General Session, Ballroom 
Presiding: ALLAN J. Ryan, M.D. 
Introduction of Guests 
The Modern Olympic Games (movies of 

1956 Olympic Games to be shown). 
Mr. AveERY BRUNDAGE 


THE SMALL MEDICAL LIBRARY 


The A. M. A. Library has prepared a pamphlet, 
“Recent Books and Periodicals Selected for the 
Small Medical Library.” Copies may be requested 
from the library. 
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FOOD AND DRUG ADMINISTRATION 


Court Actions in September.—Insect contamination 
and live infestations were found in shelled peanuts, 
flour, egg noodles, rice, prepared baking mixes, 
and a breakfast cereal. Spoilage was found in salad 
dressing and in seafoods, including fillets of cod and 
perch and frozen lobster tails. Of the remaining 
unfit foods seized, 55 tons were in insect-infested 
peanuts and pistachios, and 49 tons in rodent and 
insect-contaminated wheat, rice, flour, and corn 
meal. Ten tons of tomato paste contained fly eggs 


and maggots and were alleged to have been pre- » 


pared and packed under insanitary conditions. 
Seven tons of dried blackeyed peas were insect 
infested. 

Seized as economic cheats were 3.5 tons of im- 
ported cocoa powder in which cocoa shell was sub- 
stituted for cocoa, an instant coffee containing 
dextrose in place of coffee, “chocolate” fudge cook- 
ies made with cocoa rather than chocolate, canned 
peaches labeled as “irregular slices in heavy syrup” 


that were actually irregular sizes and shapes in light — 


syrup, and short volume cans of salad and cooking 


oils. 
Of 24 drugs and devices seized, 16 were alleged 
to be misbranded by false and misleading claims. 


Five shipments of a so-called “breast developer” 
were seized at Tampa and Clearwater, Fla. The 
action filed in the federal district court charges that 
this device will not increase the size of a woman’s 
breast and that it is a hazard to health as well as a 
fraud. Mineral bath salts were offered at $9.95 for 
a 3-lb. package to treat objectionable body odor, 
brighten the eyes, and build up resistance to dis- 
ease. Two makes of canister-type vacuum cleaners 
were offered as preventives of such “airborne” in- 
fections as boils, abscesses, bone infections, “strep” 
throats, scarlet fever, tonsillitis, tuberculosis, pneu- 
monia, influenza, and the common cold. Another so- 
called air purifier consisted of a cabinet-enclosed 
fan, nylon filter, and two ultraviolet ray tubes. Air 
drawn in by the fan was passed over the tubes, 
allegedly “ionized,” and then recirculated. The de- 
vice was offered for relieving allergies, asthma, 
coughs, sinus trouble, colds, and virus infections 
and for reducing the spread of airborne disease 
germs. 


Wooden Ball Weight Reducer Seized.—From north- 
ern India, where all women allegedly have slim 
figures, came a 1,000-year-old reducing device that 
allegedly had been tested and proved by the women 
of Paris. It is small enough to fit conveniently in a 
handbag, weighs only 11 0z., consists of 10 wooden 
balls that rotate in a plastic frame as the balls are 
rolled over various areas of the body, and costs $10. 
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About 15,380 of these were seized as being mis- 
branded by false and misleading claims for reduc- 
ing weight; reproportioning the entire body; stimu- 
lating the tissue to circulate fresh lively blood; 
eliminating fatigue; banishing constipation, head- 
ache, a sallow complexion, and rheumatic ailments; 
eliminating toxins that poison the bloodstream; and 
preventing premature aging. 


Caffeine Promoted as a Vitamin.—“Dynamol,” the 
featured ingredient of a vitamin product claimed to 
pep you up in 20 minutes, was found to be caffeine; 
37,800 tablets were seized as misbranded by false 
and misleading claims. The promoter claimed that 
the product contained a “new, remarkable, amaz- 
ing, antifatigue factor” and, because it contained 
“Dynamol,” was superior to all other vitamin- 
mineral preparations. “One tablet per day,” he said, 
“is an adequate cure and treatment for all vitamin 
and mineral deficiencies.” The product did not con- 
tain any vitamin A or D and contained only in- 
significant amounts of calcium and phosphorus. 


Illegal Sale of Drugs.—Two decisions by the United 
States Court of Appeals for the fifth circuit upheld 
the convictions of Dr. Samuel J. DeFreese and 
Marsha Jean Simmons DeFreese, his wife, of Mon- 
roe, Ga., for selling large quantities of amphetamine 
sulfate, a drug that can legally be sold only by 
prescription, to truck drivers. In one decision, the 
circuit court upheld the government's proof of 
identity of the tablets and the fact that they came 
from an out-of-state manufacturer. This evidence 
came from an FDA microanalyst who identified 
the tablets by means of punch marks and other 
microscopic findings. In the second opinion, the 
court rejected the contention of Dr. and Mrs. De- 
Freese that the federal pure food and drug law 
regarding the sale of prescription drugs applied 
only to sales at the retail or pharmacist’s level. The 
court held that the law applied to bulk sales for 
resale by a physician—in this case the sale of 5,000 
and 10,000-tablet quantities to federal inspectors 
who posed as truck drivers who wanted them for 
resale to other drivers. 


“Wonderpad” Found Worthless.—An old-fashioned 
fake medicine pitch was made by a Jackson, Pa., 
mail order promoter of so-called “radioactive” mit- 
tens and pads as a cure for arthritis, rheumatism, 
bursitis, neuritis, swellings, stiffness and soreness of 
the joints, and similar conditions. His “Wonderpad” 
did not contain uranium or any other radioactive 
material but was filled with chunks of rock and 
pulverized dirt. The mittens sold for $12 and pads 
for $22. 


Defendant in Food Poisoning Case Sentenced.— 
Daniel DiOrio, president and treasurer of the Uni- 
versal Sea Food Co., Inc., Philadelphia, pleaded 
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guilty on Sept. 21 to charges of adding sodium 
nitrite to flounder fillets with intent to mislead and 
defraud. He was indicted after an investigation of a 
major food poisoning outbreak, including the death 
of a child, in the Philadelphia area last spring, and 
was sentenced to one year in jail and a fine of 
$2,000. Eleven months of the jail sentence were sus- 
pended and the defendant placed on probation for 
three years. The sea food corporation, which went 
out of business as a result of the food poisoning 
incident and publicity, was fined $100. 


Counterfeiters of Tranquilizer Drugs Sentenced.— 
Two drug counterfeiters were convicted and sen- 
tenced on charges of conspiracy with intent to 
defraud and mislead. They used the facilities of a 
legitimate drug manufacturer after regular working 
hours to reproduce the size, shape, grooves, and 
distinctive monograms of the tablets of two well- 
known brands of tranquilizer drugs. Like the genu- 
ine article in appearance only, the counterfeits were 
substantially lower in the strength of the active drug 
ingredient. Ludwig Spandau, of New York City, was 
found guilty on seven counts involving manufacture 
and interstate sale of the counterfeit tablets and 
was sentenced to six months in jail on each count, 
with the sentences to run concurrently. The sentence 
was suspended and Spandau was placed on proba- 
tion for one year. Seymour Blau, who conspired with 
Spandau, pleaded guilty to five counts and testified 
for the government against Spandau. He was fined 
$50 on each of four counts and placed on probation 
for one day. 


Voluntary Corrective Actions.—Nineteen individual 
plant improvements costing $41,167 were made vol- 
untarily by food manufacturers and warehousemen 
in September to assure the production of clean, 
wholesome products. In an additional 102 voluntary 
actions to protect consumers, food firms destroyed 
or converted to nonfood uses 233 tons of unfit foods. 
A California frozen pie company spent $5,000 to 
prevent possible bacterial contamination of its 
product. The firm bought two portable sanitary 
pumps to transfer materials, formerly handled with 
buckets, and improved its freezing method to cut 
down the incubation period for possible bacterial 
growth. A Michigan bakery supplier avoided pos- 
sible insect and rodent contamination of warehoused 
products by storing them on newly acquired pallets 
for handling by fork lift and installing new floor 
covering. A Colorado candy manufacturer shut 
down his plant for one week for a complete clean-up 
and repainting. Practically all the dollar value of 
substandard drugs voluntarily destroyed by drug 
firms was in a single action by a California manu- 
facturer of a wetting solution for use with contact 
lenses. Finding the product was not sterile, the 
manufacturer voluntarily recalled from the market 
and destroyed stocks valued at $167,000. 
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MEDICAL NEWS 


ARKANSAS 


Plan Germ-Free Laboratory.—Dr. Jerome J. Landy, 
assistant professor of surgery at the University of 
Arkansas Medical Center, Little Rock, received a 
$222,790 grant from the National Institutes of 
Health, U. S. Public Health Service, to establish 
a germ-free laboratory for research in surgical prob- 
lems. The grant is to finance the project for the next 
five years. There are only five major germ-free 
laboratories in the world, one in Sweden, one in 
Japan, and three in the United States. The major 
laboratories in this country are located at the Uni- 
versity of Notre Dame, Walter Reed Army Research 
Institute in Washington, D. C., and the National 
Institutes of Health in Bethesda, Md. In his labora- 
tory to be established in the Medical Center's new 
Barton Institute for Medical Research, Dr. Landy 
will use germ-free animals, and the initial study 
will be on the role of bacterial toxins in intestinal 
obstructions. The animals will be studied while they 
remain free from bacteria and then will be studied 
with added and controlled bacterial populations. 


CALIFORNIA 


Plan Concert by Doctor’s Orchestra.—The Los An- 
geles Doctor's Symphony Orchestra announced that 
Leon Arnaud, doctor of music, will be guest con- 
ductor for the orchestra’s concert Jan. 23, 1960, in 
the Philharmonic Auditorium. Dr. Arnaud recently 
was conductor of the Madrid Symphony Orchestra 
in Spain. The Doctor’s Symphony Orchestra also 
announced that the Reiss—Davis Clinic will be the 
beneficiary for the concert. Physicians who wish to 
play with the orchestra are asked to call Dr. Lester 
M. Morrison, president, at Olive 3-7080 or Dr. Mil- 
ton Lane at Pleasant 3-2505. 


University News.—Dr. Maxwell S. Jones, director 
of the social rehabilitation unit at Belmont Hospital, 
Surrey, England, joined the Stanford Medical 
School staff in July. A practicing psychiatrist since 
1932, Dr. Jones will be at Stanford for a year’s visit. 
During 1950-1951, he was a consultant to the World 
Health Organization at Geneva.——Appointment of 
Dr. Edward R. Pinckney, of Beverly Hills, to a 
newly created position at the College of Medical 
Evangelists School of Medicine was announced. 
Dr. Pinckney will serve as executive director of 
CME’s new Audiovisual Postgraduate Extension 
Courses in Medicine. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 


Medical Library in San Francisco.—The opening of 
the new Medical Library at San Francisco-Stanford 
Hospital was celebrated Oct. 30, with a reception 
for San Francisco physicians, staff members, and 
emeritus professors from the Stanford University 
School of Medicine. Dr. Emile F. Holman, Dr. 
Arthur L. Bloomfield, Dr. Robert R. Newell, Dr. 
Ludwig A. Emge, and Dr. Harold K. Faber were 
present to encourage the new collection. To com- 
memorate the event, Dr. Hans Barkan, emeritus 
professor of ophthalmology, donated an auto- 
graphed copy of his book, “Johannes Brahms and 
Theodor Billroth: Letters from a Musical Friend- 
ship.” Many of those present remembered a day 
in 1901 when Dr. Emmet L. Rixford established the 
central core of Lane Library with his gift of 30,000 
medical volumes obtained from the New York 
Academy of Medicine and the New York Hospital 
Libraries. The Lane Library is now located on the 
Stanford University campus in Palo Alto. The library 
has more than six hundred standard texts on medi- 
cine, surgery, radiology, and related fields. One-third 
of the texts are newly purchased and gifts of books 
and private medical libraries are added daily. 


ILLINOIS 

Dr. Press Named Health Director.—Dr. Edward 
Press, field director, American Public Health Asso- 
ciation since Jan. 1, 1955, has become the public 
health directcr for Evanston. He succeeds Dr. Win- 
ston H. Tucker, who died a year ago. 


Chicago 

Dr. Lundy Comes to Chicago.—Dr. John Silas 
Lundy, founder of the section of anesthesiology of 
the Mayo Clinic, Rochester, Minn., in 1924 retired 
Oct. 1 and will continue the private practice of his 
specialty in Chicago. 


Foreign Lecturer.—Rudi Borth, Ph.D., lecturer in 
hormone assay, head of the Endocrine Laboratory, 
University Clinic of Obstetrics and Gynecology, 
Geneva, Switzerland, presented “Gonadotrophic 
and Steroid Assays in Normal and Disturbed Preg- 
nancy” Noy. 4 at The Chicago Lying-in Hospital, 
The University of Chicago School of Medicine. 


Dr. O’Conor Gives Annual Lecture.—Dr. Vincent 
J. O’Conor, professor of urology and chairman of 
the department, Northwestern University Medical 
School and Chicago Wesley Memorial Hospital, 
gave the annual Belfield Lecture to the Chicago 
Urological Society, Nov. 4. His subject was “Sur- 
gical Correction of Male Sterility.” 
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Dr. Holinger Receives Medical Photography Award. 
—The Louis Schmidt Award of the Biological Pho- 
tographic Association was awarded to Dr. Paul H. 
Holinger at the annual meeting of the association 
in Montreal Sept. 3. The award is named for one 
of the leaders in medical illustration who was a 
pioneer in the use of photography. Dr. Holinger 
was named the recipient “for outstanding contri- 
butions to the progress of biologic and medical 
photography, particularly for his work in endoscopic 
still and motion picture photography.” He is the 
first physician to receive the award. 


Plan New Medical Center.—Loyola University re- 
vfirmed its intention of constructing a multimillion 
dollar medical center on its 54-acre site in north- 
west Chicago and described its plans for coping 
with the expanding operational costs of the Stritch 
School of Medicine. The Very Rev. James F. 
Maguire, S.J., university president, revealed that 
Loyola will form a board of lay trustees to finance, 
build, and operate a teaching hospital for the uni- 
versity medical school on its site near southwest 
Skokie. About 3 million dollars in addition to those 
funds already received for that purpose will guar- 
antee the construction of a teaching hospital. 


Lectureship Award to Dr. Katz.—Albany Medical 
College presented its third annual honorary lecture- 
ship award to Dr. Louis N. Katz, director of the 
cardiovascular department, Medical Research Insti- 
tute, Michael Reese Hospital, and professional lec- 
turer in physiology, University of Chicago, at cere- 
monies held at the Medical College Nov. 19. His 
lecture was entitled “Energetics of the Contracting 
Heart.” The lectureship award consists of an in- 
scribed plaque and honorarium. It is given in rec- 
ognition of “distinguished service to mankind in 
the fields of science, medicine, and teaching.” 


IOWA 

Dedicate Steindler Library.—A library established 
in memory of the late Dr. Arthur Steindler was 
dedicated Nov. 1 in the department of orthopedic 
surgery at the State University of Iowa, Iowa City. 
Dr. Steindler died last July at his lowa City home 
at the age of 81. Dr. Carroll B. Larson, Dr. Steind- 
ler's successor as head of the university's depart- 
ment of orthopedics, said that more than 1,000 
volumes from Dr. Steindler’s personal collection of 
books will be placed in the memorial library, lo- 
cated in the east wing of Children’s Hospital in a 
room formerly used as a study area for resident 
physicians. 


KANSAS 
Report on Rabies.—A case of rabies in a civet cat 
was confirmed recently in Butler county. The anti- 


rabies treatment was administered to a 25-year-old 
housewife who had been bitten by the animal. A 
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six-year-old Russell county boy was reported to 
have been bitten on the hand and face by a bat, 
while playing in a barn. Unfortunately, a cat caught 
and ate the bat. Attempts to catch other bats in the 
barn were fruitless. The child was given a com- 
plete series of the duck-embryo vaccine. The Public 
Health Service warns that rabies-infected bats “may 
not exhibit Negri bodies nor harbor the virus in the 
brain, even though the virus is present in the sali- 
vary glands.” This applies to infected bats whether 
or not they show symptoms of rabies. 


MARYLAND 


Create Soper Lectureship.—Friends and colleagues 
of Dr. Fred L. Soper, Washington, D. C., on his elec- 
tion as the director emeritus of the Pan American 
Sanitary Bureau, Regional Office of the World 
Health Organization for the Americas, and on his 
relinquishing the active direction of that program, 
created a lectureship in his honor. This lectureship 
will provide for at least an annual lecture in one of 
the schools of public health throughout the world. 
The first Fred L. Soper lecture was given by Dr. 
Soper himself at the Johns Hopkins School of Public 
Health, Baltimore, his alma mater, Oct. 27 on the 
subject, “The Eradication Concept in World 
Health.” 


Personal.—Lorin J. Mullins, Ph.D., on leave of ab- 
sence as associate professor of biophysics at Purdue 
University, was appointed visiting professor of bio- 
physics in psychiatric research at the University of 
Maryland School of Medicine, Baltimore.——John C. 
Krantz Jr., Ph.D., professor of pharmacology and 
head of the department at the University of Mary- 
land School of Medicine, Baltimore, was appointed 
a member of the National Research Council, to rep- 
resent the American Society for Pharmacology and 
Experimental Therapeutics in the Division of Medi- 
cal Sciences. The appointment is for a three-year 
term. 


MICHIGAN 

Change in Language Requirement.—A change in 
the foreign language requirement for admission to 
the University of Michigan Medical School was 
approved by the regents Oct. 23. The former re- 
quirement specified a college year’s study in French, 
German, Spanish, Latin, or Greek. The new re- 
quirement reads as follows: “Foreign Language: 
All applicants are required to have at least one 
college year of a foreign language. This require- 
ment may be met either by completing satisfactorily 
a two semester language sequence in college, or by 
certification of equivalent achievement in a lan- 
guage proficiency examination.” The change was 
requested because it is felt that an increasing num- 
ber of “gifted students” will be presenting lan- 
guage proficiency in Russian and possibly Oriental 
languages. 
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Name Assistant Deans.—Appointment of two assist- 
ant deans for the Medical School was approved by 
the regents of the University of Michigan. Dr. 
Charles J. Tupper was appointed on a half-time 
basis and Dr. H. Waldo Bird Jr. was named on a 
three-eighths time basis, both appointments being 
effective Nov. 1. Dr. Tupper, director of the peri- 
odic health appraisal program for the university 
faculty and director of the consultation services of 
the University Health Service, will have responsi- 
bilities in the general administrative activities of 
the dean’s office. Dr. Bird will continue as associate 
professor of psychiatry and will retain his private 
practice. He will be responsible for student affairs. 


MINNESOTA 

Foreign Speaker.—Dr. Kristian Kristiansen, profes- 
sor of neurosurgery in the Ulleval Hospital, Oslo, 
Norway, gave a lecture, “Localized Cerebral Hypo- 
thermia and Angiography,” at the Mayo Clinic, 
Rochester, Oct. 26. 


Dr. Allen Given Heart Award.—Dr. Egar V. N. 
Allen, Rochester, internist of the Mayo Clinic and 
professor of medicine in the Mayo Foundation, 
Graduate School, University of Minnesota, received 
the Gold Heart Award of the American Heart 
Association Oct. 25. The award, described as “the 
highest honor within the gift of the association,” 
was conferred on Dr. Allen in recognition of his 
“outstanding contributions in advancing the objec- 
tives and program of the American Heart Associa- 
tion.” 


Personal.—A dinner to honor Dr. John S. Lundy, 
Rochester, who retired from the Mayo clinic on 
Oct. 1, was held Oct. 10. Dr. Lundy founded the 
section of anesthesiology in the Mayo Clinic in 
1924, at the invitation of the late Dr. William J. 
Mayo, and was head of that section until 1952, 
when he became a senior consultant.——Dr. Russell 
M. Wilder, emeritus member of the staff of the 
Mayo Clinic, Rochester, was named an honorary 
member of the American Dietetic Association, 
Aug. 27. Prior to 1959, only 10 other persons, 
“distinguished in fields related to nutrition,” have 
been honored in this way. 


NEW YORK 

Dr. Wehrle Named Acting Microbiology Chairman. 
—Dr. Paul F. Wehrle, associate professor of pedi- 
atrics at the Upstate Medical Center, Syracuse, was 
named acting chairman of the department of 
microbiology by Carlyle Jacobsen, Ph.D., president 
of the Upstate Medical Center, and dean of the 
College of Medicine. The post was left open by the 
retirement on Oct. 1 of Dr. Orren D. Chapman, 
who was made professor emeritus. 
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Hospital News.—Dr. Martin Lazar, Poughkeepsie, 
was appointed director of Utica State Hospital. 
Assistant director of Willowbrook State School 
since 1950, Dr. Lazer succeeds Dr. Bascom B. 
Young, Utica, who retired Oct. 1——Dr. Frederick 
Beck, Ray Brook, was appointed director of the 
State Health Department’s Homer Folks Tubercu- 
losis Hospital, Oneonta. Prior to his appointment, 
Dr. Beck was director of Ray Brook State Tubercu- 
losis Hospital. He succeeds Dr. Ralph Horton, who 
died recently——Dr. Lewis L. Robbins, was ap- 
pointed medical director of Hillside Hospital, Sands 
Point. Dr. Robbins, who was secretary of the Ameri- 
can Psychoanalytic Association, was director of the 
department of adult psychiatry at the Menninger 
Foundation, Topeka, Kan. He succeeds Dr. Joseph 
S. A. Miller, Glen Oaks, who retired and returned 
to private practice.——St. Clare’s Hospital, Schenec- 
tady, held its 10th anniversary celebration during 
the week of Sept. 13. Sister M. Senana, SFP, is ad- 
ministrator of the hospital. 


Hospitals Plan Merger.—The unification of the 
Buffalo Eye and Ear Hospital and Wettlaufer Clinic 
with Deaconess Hospital has the approval of the 
membership of Deaconess Hospital. About 100 
members of the 108-member association voted in 
favor of the consolidation Sept. 15. Mr. Vernon A. 
Reed, administrator, said that under the Member- 
ship Corporation Law, the proposed unification will 
be submitted to the state attorney general, the State 
Social Welfare Department, and the State Supreme 
Court. The unification will be effective as soon as 
the three state agencies approve. The clinic and the 
Eye and Ear Hospital are at 52 Maple St. The first 
of the two institutions was founded in 1876 by the 
late Dr. Lucien Howe and the second in 1877. Mr. 
Reed said the Wettlaufer name will be continued 
in the enlarged hospital's operations. A current 
building program will increase the number of adult 
beds in Deaconess Hospital to 500. When the build- 
ing program is completed, the present Mansperger 
Building will be remodeled to accomodate the Eye 
and Ear Bank and the clinic. 


New York City 

Dr. Lincoln Wins Trudeau Medal.—Dr. Edith H. 
Maas Lincoln, a pediatrician who pioneered in the 
drug treatment of tuberculosis in children, was 
awarded the Trudeau Medal by the National 
Tuberculosis Association at its annual meeting. The 
medal, named for Dr. Edward L. Trudeau, the first 
president of the NTA, is awarded annually “for the 
most meritorius contributions on the cause, preven- 
tion, or treatment of tuberculosis.” A member of 
the association’s board of directors since 1948, Dr. 


_ Lincoln started the chest clinic of the Children’s 


Medical Service at Bellevue Hospital in 1922 and 
served as chief until her retirement in 1956. 
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Student Awarded Memorial Scholarship.—The 
Downstate Medical Center in Brooklyn awarded 
the second annual Dave Luckman Memorial Foun- 
dation Scholarship of $1,000 to Miss Ellen Strober, 
of Brooklyn. A first-year medical student at the 
Downstate Medical Center, Miss Strober has been 
a student at Smith College in Massachusetts on a 
full tuition scholarship. The Dave Luckman Me- 
morial Foundation, which made possible this annual 
scholarship award to an “outstanding student” se- 


lected by the Downstate Medical Center faculty, © 


was organized in 1955 by the friends and associates 
of Dave Luckman “to provide trust funds for the 
establishment of scientific educational endeavors.” 
Mr. Luckman died in September, 1955, at the age 
of 35. 


Personal.—Dr. Howard T. Behrman was in Rome 
during July and August as the official representative 
of the U. S. Committee of the World Medical Asso- 
ciation to the Italian medical societies. He had sev- 
eral meetings and conferences with Dr. Raffaele 
Chiarolanza, president, National Federation of Ital- 
ian Medical Societies; Dr. Carlo Prandi, president, 
Medical Society of Rome; and other Italian physi- 
cians.——The retirement of Dr. Arthur W. Grace, 
Brooklyn, from active service on the faculty of the 
State University of New York Downstate Medical 
Center in Brooklyn was announced together with 
his appointment as professor emeritus of derma- 
tology and syphilology effective Sept. 1. Dr. Grace 
has been professor and head of dermatology and 
syphilology for more than 20 years.——Dr. Arthur C. 
DeGraff, professor of therapeutics at New York Uni- 
versity, was named assistant medical director of GP 
magazine, published monthly by the American 
Academy of General Practice. 


Health Department Closes Tattoo Parlors.—The 
City of New York Department of Health announced 
the closure of all tattoo parlors in the city until 
they are able to meet the requirements of the city’s 
new health code. The announcement was made 
Oct. 1 by Jerome Tichter, assistant commissioner of 
the department. Previously the tattoo artists had 
been warned following the death from hepatitis of 
a 17-year-old boy in Queens General Hospital some 
three months after he had been tattooed in a Coney 
Island tattoo parlor. The announcement said that 
inspection of the six tattoo parlors which the De- 
partment of Health knows operate in the city 
showed all of them to be “in a seriously unclean 
and insanitary condition and lacking in suitable 
sanitary facilities.” A new health code which went 
into effect Oct. 1 provides that tattoo artists must 
sterilize both the dyes and equipment they use and 
must operate in a clean and sanitary manner. The 
death of the 17-year-old boy was said to be the first 
reported in the city as due to tattooing. 
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Dedicate Harlem Hospital Unit.—Mayor Robert F. 
Wagner was principal speaker at the dedication of 
the new 9-story 233-bed unit of the proposed Har- 
lem Hospital Center Oct. 5. The formal opening of 
the $5,500,000 facility, which has outpatient clinical 
services, included a tour of clinic and inpatient 
facilities, with Harlem Hospital nurses acting as 
guides. The city Board of Estimate approved the 
acquisition of a site on Lenox Avenue between 
135th and 136th Streets, for the construction of a 
new 500-bed main hospital building to replace the 
present structure immediately to the north on 
Lenox Avenue from 136th to 137th Streets. Other 
new construction and reconstruction eventually will 
raise the capacity of the proposed Harlem Hospital 
Center to 1,200 beds, increasing present capacity by 
50%. The estimated cost may exceed 35 million 


The new 233-bed unit of Harlem Hospital Center. 


dollars. The new main building will include surgical 
and obstetrical services, a dozen operating rooms, 
five delivery rooms, and pathological and research 
laboratories. 


NORTH CAROLINA 


Annual Symposium in Chapel Hill.—The annual 
University of North Carolina School of Medicine 
Symposium will be held in Chapel Hill Nov. 24-25, 
with two visiting participants and 15 members of 
the UNC Medical School taking part. The sympo- 
sium will consist of lectures, discussions, work- 
shops, and a demonstration of an artificial kidney. 
The visiting participants will be Dr. Max Miller, of 
the Western Reserve School of Medicine, Cleveland, 
and Dr. Frank L. Engel, of the Duke University 
School of Medicine, Durham. Wives of attending 
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physicians are invited to a coffee hour Nov. 24 and 
to a social hour and dinner at 6 p. m., Nov. 25. This 
symposium has been approved for 12 hours credit 
by the American Academy of General Practice. 


Dr. Reeves Honored.—Dr. Robert J. Reeves, chair- 
man of the Duke University Medical Center's 
radiology department in Durham was honored 
Oct. 16-17 at a meeting of the Reeves Radiological 
Society, organized by radiologists who did their 
residency work at Duke under Dr. Reeves’ direc- 
tion. Highlight of the gathering was the third Robert 
J. Reeves Lecture, by Dr. Charles L. Martin, profes- 
sor of radiology at Southwestern Medical School of 
the University of Texas, Dallas, who presented 
“Present Concepts of Radiation Therapy of Malig- 
nancy of the Head and Neck.” Dr. Reeves, a faculty 
member at Duke since the opening of the Medical 
School in 1930, was recently appointed by Gov. 
Luther Hodges to the North Carolina Atomic 
Energy Advisory Committee. 


OREGON 

Name Dr. Metcalfe as Heart Researcher.—Dr. James 
Metcalfe, of Boston, was chosen to fill the Oregon 
Heart Association chair of cardiovascular research 
at the University of Oregon Medical School, Port- 
land. The OHA, under special arrangement with 
the medical school, will contribute $12,000 annually 
toward salary payment and will donate $7,500 a 
year for equipment and supplies during the first two 
years that the chair is occupied. This is only the 
second endowed chair at the medical school and the 
first academic chair to be endowed by a volunteer 
health agency in the state. Oregon is one of six 
states in which heart associations have set up such 
positions. Funds to support the chair will come 
from memorial contributions to OHA. The associa- 
tion has established a trust fund which will support 
the position. The chair is being established “for the 
purpose of enlarging the scope of research into 
heart and blood vessel diseases and to train young 
men and women in research techniques.” Dr. Met- 
calfe, a faculty member at Harvard Medical School, 
will hold the academic rank of associate professor 
of cardiology at the UOMS. He will take up his 
duties in July, 1961, following a year of research 
and study at Tubingen University Medical School in 
West Germany. 


PENNSYLVANIA 

Appoint Professor of Hospital Administration.—Dr. 
Cecil G. Sheps, Boston, will join the faculty of the 
University of Pittsburgh Graduate School of Public 
Health in early 1960, as professor of medical and 
hospital administration. Dr. Sheps will head a pro- 
gram of research, field service, and advance educa- 
tion in the organization and administration of medi- 
cal care and hospital service. Dr. John R. McGibony, 
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who formerly headed the program, recently ac- 
cepted a post as consultant to the Indian Ministry 
of Health for the U. S. State Department. 


Hospital News.—Eagleville Sanatorium celebrated 
its 50th anniversary Sept. 27. Dr. Leroy E. Burney, 
Surgeon General, U. S. Public Health Service, and 
Mayor Richardson Dilworth, of Philadelphia, were 
among the speakers taking part. Eagleville main- 
tains a 200-bed sanatorium for the treatment of 
pulmonary tuberculosis at Eagleville, in Montgom- 
ery County; and an “in-town” dispensary, social 
service department, and executive offices at the 
Jerome H. Louchheim Memorial Building, Phila- 
delphia. 


Philadelphia 

Drs. Ravdin and Rhoads Named to New Posts.—Dr. 
Isidor S. Ravdin was elected vice-president for 
medical affairs at the University of Pennsylvania 
School of Medicine, Gaylord P. Harnwell, Ph.D., 
university president, announced. Dr. Harnwell also 
announced that Dr. Jonathan E. Rhoads, professor 
of surgery and former provost of the university, was 
elected John Rhea Barton Professor of Surgery, 
chairman of the department of surgery of the School 
of Medicine, and director of the Harrison Depart- 
ment of Surgical Research, posts which Dr. Ravdin 
had held since 1945. Dr. Ravdin, who will continue 
teaching in the School of Medicine as a professor of 
surgery, will be responsible for directing the ad- 
ministrative and academic activities and affairs of 
the University’s Medical Division. 


VERMONT 

State Medical Election.—The new officers of the 
Vermont State Medical Society are: president, Dr. 
Frederick W. Van Buskirk, Burlington; president- 
elect, Dr. Benjamin F. Clark, St. Johnsbury; vice- 
president, Dr. Roger W. Mann, Jeffersonville; secre- 
tary, Dr. Oliver H. Durand, Bennington; treasurer, 
Dr. Gordon B. Smith, Rutland; auditor, Dr. Edward 
D. McSweeney, Burlington; speaker, Dr. John R. 
Hogle, Brattleboro; vice-speaker, Dr. John Van 
Maeck, Burlington; Delegate to A. M. A., Dr. James 
P. Hammond, Bennington; and Alternate to A. M. A., 
Dr. Gordon B. Smith, Rutland. 


GENERAL 


Medical Writers Award Fellowships.—The annual 
awarding of fellowships in the American Medical 
Writers’ Association was made by the president of 
the association at the annual meeting Oct. 2. These 
fellowships are given “in recognition of high quali- 
fications, personal and professional, and of estab- 
lished standing as a medical writer, journalist or 
publisher.” Final approval is made by a three- 
fourths vote of the board of directors. Twenty 
active association members were awarded the fel- 
lowship certificate. 


195 
v. 1 


Vol. 171, No. 12 


Grant Available for Study of Sterility.—The Carl G. 
Hartman Grant-in-Aid of the American Society for 
the Study of Sterility in the amount of $500 is 
available for 1960. Applications for this grant should 
be sent to the Secretary of Awards Committee of the 
American Society for the Study of Sterility, Dr. 
Robert B. Wilson, 200 First St., S. W., Rochester, 
Minn., by Feb. 29, 1960. No application will be 
considered by the committee unless it is accom- 
panied by five copies of a brief outline of the re- 
search project for which the grant-in-aid is being 
sought. 


Award for Paper on Decubiti.—A $1,000 cash award 
is offered for the “best original” 6,000-word or less 
paper on “Etiology of Decubitus Ulcers” by the 
R. D. Grant Company. The award is being made 
through the American Congress of Physical Medi- 
cine and Rehabilitation. The winning paper will be 
presented at the third International Congress of 
Physical Medicine, Aug. 21-26, 1960, in Washington, 
D. C. The contest is open to all. Judges will be the 
program committee for the 1960 International 
Congress of Physical Medicine. Complete rules are 
available from the R. D. Grant Company, Suite 761, 
Hippodrome Building, Cleveland 15. 


Epilepsy Societies Form Federation._The Amer- 
ican Epilepsy Federation, an amalgamation of 23 
lay societies in 11 states, was formed in Milwaukee 
Sept. 13. The purpose of the federation is “to unite 
all existing lay socities into a single cohesive unit.” 
President of the federation is Mrs. Albert Grass, of 
Quincy, Mass. Physicians on the board of directors 
of the new organization are Dr. William G. Lennox, 
Boston, and Dr. Harriot H. Hunter, Denver, vice- 
presidents; Dr. Madison H. Thomas, Salt Lake City, 
and Dr. Augustus S. Rose, Los Angeles, directors- 
at-large. The federation’s office is located at 77 
Reservoir Rd., Quincy, Mass. 


Three Physicians Appointed to Editorial Board.— 
The Medical Book Department of Little, Brown 
and Company announced the appointment of three 
members to its editorial board who join Dr. Chester 
S. Keefer, dean and professor of medicine, Boston 
University School of Medicine. They are Dr. 
Warren H. Cole, professor of surgery, University 
of Illinois College of Medicine, Chicago; Dr. 
Joseph F. Ross, professor of medicine and associate 
dean of the University of California School of 
Medicine, Los Angeles; and Dr. Irving S. Wright, 
professor of clinical medicine, Cornell University 
Medical College, New York City. Dr. Keefer will 
serve as chairman of the board. 


International Organization of Pharmacologists.— 
At the 21st International Union of Physiological 
Sciences held in Buenos Aires in August, a Section 
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on Pharmacology was created and empowered to 
arrange for symposiums, conferences, and con- 
gresses and to carry out fellowship programs as 
well as other activities which will contribute to 
the advancement of pharmacology. An organizing 
meeting of the new section was held Aug. 11. It 
was decided to build the new section around the 
already existing International Council of Phar- 
macologists, which contains one representative of 
each nation or region that adheres to the IUPS. 
The following executive committee was elected: 
president, Dr. Carl F. Schmidt, Philadelphia 
(U. S. A.); vice-president, S. Antichkov (USSR); 
secretary, D. Bovet (Italy); treasurer, Dr. Domingo 
M. Aviado, Philadelphia (U. S. A.). 


Society News.—Dr. Charles A. Smith, of Norman, 
Okla., was elected president-elect of the Mid- 
Continent Psychiatric Association, regional affiliate 
society (Arkansas, Kansas, Missouri, Oklahoma) of 
the American Psychiatric Association. Dr. Louis 
A. Cohen, of Little Rock, Ark., was installed as 
president of the association. The other officers 
include Dr. William P. Kolb, of Little Rock, 
secretary-treasurer, and Dr. Paul S. Hines of 
Kansas City, Mo., editor of the Bulletin——Mr. 
Lawrence J. Linck, of Chicago, was appointed 
executive director of the National Association for 
Mental Health, 10 Columbus Circle, New York 19. 
——Officers of the American Association for Tho- 
racic Surgery for 1959-1960 are: president, Dr. Wil- 
liam E. Adams, Chicago; vice-president Dr. John 
H. Gibbon Jr., Philadelphia; secretary, Dr. Hiram 
T. Langston, Chicago; treasurer, Dr. Julian John- 
son, Philadelphia; and editor, Dr. Emile F. Holman, 
San Francisco. The next meeting of the association 
will be in Miami Beach, Fla., May 11-13, 1960. 


Dermatology Meeting in Chicago.—The 18th an- 
nual meeting of the American Academy of Derma- 
tology and Syphilology will be held Dec. 5-10 at 
the Palmer House, Chicago, under the presidency 
of Dr. Anthony C. Cipollaro, New York City. Seven 
special courses will be conducted Dec. 5 and 6. Dr. 
Alexander M. Weddell, Oxford, England, will pre- 
sent a special lecture, “Some Observations on the 
Anatomy and Physiology of Common Sensation,” 
the evening of Dec. 6. The James R. Webster Me- 
morial Lectures will be given the morning of Dec. 7 
as follows: 
Corticosteroid Therapy, Dr. Cipollaro, presiding officer. 
Physiology and Chemistry of the Steroids, Dr. Rachmiel 
Levine, Chicago. 
Use and Abuse of Steroids, Dr. Francis R. Keating Jr., Ro- 
chester, Minn. 


Symposiums, round-table panel discussions, clinical 
pathological conferences, and discussion groups are 
planned. Scientific and technical exhibits are ar- 
ranged. The annual banquet will be held the eve- 
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ning of Dec. 9. For information, write the American 
Academy of Dermatology and Syphilology, First 
National Bank Building, Rochester, Minn. 


Surgeons Elect Officers.—Dr. Edward L. Compere, 
of Chicago, was reelected president of the United 
States Section, International College of Surgeons. 
Dr. Harry E. Bacon, of Philadelphia, is the presi- 
dent-elect and will assume the presidency in 1960. 
Others elected are Dr. Arthur N. Owens, New 
Orleans, first vice-president; and Dr. David B. 
Allman, Atlantic City; Dr. Horace E. Ayers, New 
York City; Dr. Moses Behrend, Philadelphia; Dr. 
Alexander Brunschwig, New York City; Dr. Gilbert 
F. Douglas, Birmingham, Ala.; Dr. Ear] J. Halligan, 
Jersey City, N. J.; Dr. Harold O. Hallstrand, South 
Miami, Fla.; Dr. Claude J. Hunt, Kansas City; Dr. 
Francis L. Lederer, Chicago; Dr. Joseph M. De Los 
Reyes, Los Angeles; and Dr. Gershom J. Thompson 
of Rochester, Minn., vice-presidents. Dr. Karl A. 
Meyer, Chicago, who has been secretary of the 
United States Section, was named honorary secre- 
tary. Drs. John B. O'Donoghue and Oscar B. 
Nugent, of Chicago, were named secretary and re- 
elected treasurer, respectively. 


Library on Rehabilitation—The National Society 
for Crippled Children and Adults announced in its 
annual statistical summary report, on the Library 
of the Easter Seal Society, that the library contains 
about 3,000 bound volumes and 35,000 reprints and 
pamphlets covering rehabilitation and employment 
of the crippled and disabled. The library serves 
professional workers, the handicapped and their 
families, institutions and libraries, and health and 
welfare agencies. The library distributes without 
charge special bibliographies on cerebral palsy, em- 
ployment of the physically handicapped, rehabilita- 
tion center administration, brain injury, hemiplegia, 
aphasia, and periodicals and books on the handi- 
capped. For the year ending Oct. 1, 1959, 11,525 
bibliographies were reproduced for distribution. 
The library serves as a clearing house of the society 
and assembles packets of literature in answer to in- 
formation requests. The loan service of the library 
is available to professional persons. The address of 
the society is 2023 W. Ogden Ave., Chicago 12. 


Case History Service on Oral Biology.—The Amer- 
ican Institute of Oral Biology offers case histories 
from the field of oral biology for the year 1959- 
1960. These will include original 35 mm. Koda- 
chrome slides of pathologic conditions of the oral 
cavity and jaws, accompanied by pertinent labora- 
tory findings, medical background, roentgenograms, 
photomicrographs, diagnostic criteria, and what- 
ever else may be indicated in each individual case, 
with a “general discussion” of the disease. A loose- 

leaf binder and matching Kodachrome slide box 
will be furnished. The fiscal year of the institute is 
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from Oct. 1 to Sept. 30. This monthly service was 
initiated in 1952. The subscriber to this case history 
service is entitled to full membership in the Ameri- 
can Institute of Dental Medicine. Members of the 
A. D. A. or A. M. A. or their foreign equivalent are 
eligible to apply. An index of the diseases covered 
during this period will be mailed upon request. 
Complete series for the years 1954-1958 are avail- 
able; the series for 1952 and 1953 are out of print. 
For information, address all communications to the 
secretary, Mrs. C. Novembri, 2240 Channing Way, 
Berkeley 4, Calif. 


Awards for Blindness Research.—The National 
Council to Combat Blindness, Inc., announced 1959 
Fight for Sight awards to medical colleges, hospi- 
tals, research centers and individual investigators 
totaling $160,000. These awards include 26 grants- 
in-aid, eight postdoctoral fellowships, two predoc- 
toral fellowships, 20 summer student fellowships, 
and three awards in support of clinical service 
projects. Fight for Sight grants-in-aid and full-time 
research fellowships are generally awarded for 
a period of one year and may be renewed with 
the approval of the National Council to Combat 
Blindness’ Scientific Advisory Committee. The 
organization announces an increase in its stipend 
allowance for research fellowships with a range 
from $2,400 to $5,000 per year to a new range of 
$3,600 to $7,500. Student fellowship stipends have 
also been increased with the maximum allowance 
now set at $300 per month. Student fellowships 
are awarded for a two- or three-month period. Jan. 
1, 1960, has been designated as the closing date for 
receipt of applications for the 1960-1961 awards, 
and forms may be obtained by writing the Secretary, 
National Council to Combat Blindness, Inc., 41 W. 
57th St., New York 19. 


Anesthesiology Awards Given.—The 1959 Mead 
Johnson awards for graduate training in anesthesi- 
ology were granted Oct. 7, Dr. Daniel C. Moore, 
Seattle, president of the American Society of 
Anesthesiologists, announced. The scholarships, the 
second annual group of awards by the society to 
“deserving students planning careers in anesthesi- 
ology,” are made possible by funds granted by 
Mead Johnson & Company, Evansville, Ind. Re- 
cipients of the 1959 awards are Dr. Milton H. Alper, 
formerly resident physician at Peter Bent Brigham 
Hospital, Boston; Dr. John W. Friend, a resident 
physician in anesthesiology at Central Main General 
Hospital, Lewiston, Maine; and Dr. Richard N. 
Winger, resident physician in anesthesiology at 
the University of Utah College of Medicine, Salt 
Lake City. The awards are made to physicians en- 
gaged in residency training for specialization in 
anesthesiology, and are granted on the basis of 
“meritorious work in clinical and research fields, 
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and general qualifications for success in the 
specialty.” Selection of physicians is carried out in 
behalf of the society by the trustees of the Anes- 
thesia Memorial Foundation, headed by Dr. John 
S. Lundy, of Rochester, N. Y. 


Report on Miners’ Welfare Fund.—A report on the 
United Mine Workers of America Welfare and Re- 
tirement Fund for the year ending June 30 states 
that total expenditures for the fiscal year amounted 
to $144,151,266.51. Of this total, 97% ($139,877,- 
814.32) were payments for 261,031 trust fund bene- 
fits, aiding 206,946 beneficiaries in all bituminous 
coal mining states (26). Expenditures included 
$78,327,652.60 for pension benefits, $57,783,116.98 
for hospital and medical care benefits, and 
$3,767,044.74 for funeral expense benefits, widows 
and survivors benefits, and mine disaster benefits. 
About one million beneficiaries are currently cov- 
ered by the trust fund for hospital and medical 
care benefits. Cards issued to qualified miners 
cover eligible dependents. Services include hos- 
pitalization, physicians’ services and drugs in the 
hospital, specialists’ services on an in-patient and 
out-patient basis, physical rehabilitation services, 
and certain drugs. Hospital and medical care ex- 
penditures during the fiscal year provided 1,343,893 
days of hospitalization for 81,132 beneficiaries. 
Medical and surgical services for the hospitalized 
cases required 1,208,159 visits by physicians. Dr. 
Warren F. Draper, Washington, D. C., is executive 
medical officer of the fund. 


Report on Poliomyelitis.—Paralytic poliomyelitis 
cases reported to the Public Health Service totaled 
326 for the week ended Sept. 19, the second highest 
number reported for any week this year, Dr. 
Lerov E. Burney, Surgeon General, announced. 
This compares with 273 paralytic cases for the 
week ended Sept. 12 and 291 for the week ended 
Sept. 5. The highest week was Aug. 23-29, when 
330 paralytic cases were reported. With the ex- 
ception of the weeks ended Sept. 5 and 12, the 
number of paralytic cases has increased every 
week since May 23, when 28 cases were reported. 
Five states accounted for much of the latest in- 
crease. There were 26 paralytic cases in California, 
26 in New York, 24 in Washington, 23 in Min- 
nesota, and 19 in North Carolina. The Surgeon 
General also announced that preliminary estimates 
indicate there were 150 deaths from poliomyelitis 
as of July 31 of this year, compared with 10 by 
that date last year. The cases reported for the 
week ended Sept. 19 bring to 3,407 the total 
number of paralytic cases that have occurred this 
year. During the same period in 1958, there were 
1,618 paralytic cases reported. In 1955, the first 
year the Salk vaccine became available, 6,864 
paralytic cases had been reported by the third 
week in September. 
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Increase Budget for Pan American Programs.— 
Dr. Abraham Horwitz, director, Pan American 
Sanitary Bureau, operating arm of the Pan Amer- 
ican Health Organization (PAHO), announced that 
his organization will spend $11,332,410 in carrying 
out 238 public health projects in the Americas dur- 
ing 1960. The figure represents an increase of 
$1,145,023 over the budget for 1959. PAHO is made 
up of 24 Member States, the 21 American Re- 
publics, plus France, the Netherlands, and the 
United Kingdom. The health organization receives 
its funds from four sources: (1) PAHO’s regular 
budget, which for 1960 is 4.1 million dollars; 
(2) PAHO’s special budget, which is made up of 
the Special Malaria Fund for the Americas, tech- 
nical cooperation funds PAHO receives from the 
Organization of American States, the budget of the 
Institute of Nutrition of Central America and 
Panama, contributions from nongovernmental or- 
ganizations, and donations from private founda- 
tions, governments, and citizens (the special budget 
for 1960 is $4,493,167); (3) the portion of the budget 
of the World Health Organization allotted the 
Bureau as WHO’s Regional Offices for the Western 
Hemisphere, which for 1960 is $1,740,374; and 
(4) United Nations Technical Assistance Funds, 
received by PAHO through the World Health Or- 
ganization, for 1960 amounting to $998,869. 


Awards for Biological Research.—_The Lalor Foun- 
dation announced the program of awards for 1960 
which it is offering for research in the biological 
sciences. These awards will be for support of re- 
search on the fundamental biochemical and physi- 
ological mechanisms concerned with fertility and 
reproduction in various forms of life. The objectives 
are to further the knowledge and understanding of 
the basic phenomena involved and to extend and 
develop the possibilities for effective regulation and 
control. The awards may range up to $8,000 per 
year, depending on the scope and duration of the 
projects approved. Preference will be given to 
younger members of university and college faculty 
and staff with an upper age limit of 45 years. The 
work may be carried on at the applicant’s own 
institution or elsewhere. The foundation will also 
grant postdoctorate summer or short-term research 
awards at the Marine Biological Laboratory at 
Woods Hole, Mass., or elsewhere for appropriate 
projects. Stipends will normally not exceed $900 
for a single man or a woman, $1,000 for a married 
man working at his home institution, and $1,250 for 
a married man with a principal program at another 
institution. For information and application forms, 
write the Lalor Foundation, 4400 Lancaster Pike, 
Wilmington 5, Del. The final date for receipt of 
applications complete with supporting data is Jan. 
15, 1960. Notification of appointment will be on or 
before March 15. 
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Form Agency for Schizophrenia Research.—The 
formation of a national voluntary health agency “to 
mobilize public support for research in schizo- 
phrenia” was announced Sept. 24 by its president 
Mrs. Godfrey S. Rockefeller. The name of the or- 
ganization is RISE, Inc., for Research in Schizo- 
phrenia Endowment. RISE is a publicly supported 
agency whose sole purpose is to advance research 
into the cause, treatment and prevention, and cure 
of schizophrenia. The announcement was made in 
advance of the first joint meeting of the new organi- 
zation’s board of trustees and scientific council in 
New York City. The scientific council, which will 
chart the areas of research that RISE will support, 
is headed by Dr. David M. Rioch, director of the 
division of neuropsychiatry at Walter Reed Army 
Institute of Research, Washington, D. C. RISE 
has been under organization for nearly two years. 
During this time, it gained the assets and principal 
officers of the Psychiatric Research Fund when 
_ that group decided to merge with RISE. The or- 
ganization also will support the training of needed 
personnel in schizophrenia research; stimulate the 
exchange of information with research groups in 
related fields; and conduct a public education cam- 
paign. Offices of RISE are at 9 Rockefeller Plaza, 
New York City. 


Fellowships and Grants for Women.—The Ameri- 
can Association of University Women Education 
Foundation has announced its graduate fellowships 
and international grants for women for the year 
1960-1961. Most of the more than 35 fellowships 
are unrestricted as to age, field, or place of study. 
They may be used in the United States or abroad. 
The awards committee grants fellowships in gen- 
eral only to candidates who have received the doc- 
torate, or who will have fulfilled all the require- 
ments for the degree except the dissertation by the 
time the fellowship begins July 1. Emphasis is at- 
tached by the committee to the project on which 
the candidate wishes to work—its significance as a 
contribution to knowledge and evidence of the 
candidate's ability to pursue it. The candidate 
“must show distinction, or promise of distinction, in 
her field of study or research.” United States citi- 
zenship is required. Requests for application forms 
should be accompanied by a statement of academic 
status. Applications, supporting material, and rec- 
ommendations must reach the Committee of Fel- 
lowships Awards, 1634 Eye Street, N. W., Washing- 
ton 6, D. C., not later than Dec. 1, and should be 
accompanied by the following: (1) a statement of 
advanced work and research; (2) plan for study; 
(3) transcripts of undergraduate and graduate 
work; (4) Theses, papers, or reports of investiga- 
tions; a list of publications; (5) health certificate; 
and (6) a recent photograph. 
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LATIN AMERICA 

Report on Mosquito Eradication.—Guatemala and 
Honduras declared themselves free of the Aédes 
aegypti during the annual meeting of the Pan Amer- 
ican Health Organization’s directing council. The 
house-breeding Aédes aegypti has been stamped out 
in 10 countries and three territories of the Western 


Hemisphere—Bolivia, Brazil, Ecuador, Nicaragua, 


Panama, Paraguay, Peru, Uruguay; British Hon- 
duras, French Guiana, and the Panama Canal 
Zone are clean of the mosquito. Programs to rid 
the Americas of Aédes aegypti are in progress in 
all countries and many territories of the hemi- 
sphere, according to a report PAHO experts pre- 
sented before the 24-nation council. They stated 
that “The Americas-wide campaign to eradicate 
yellow fever spreading mosquitos made consider- 
able progress during the past year and . . . the 
problem is now limited to North America, and its 
final solution depends upon Mexico and the United 
States.” The council, also meeting as the Regional 
Committee of the World Health Organization, con- 
sists of representatives of the 21 American Repub- 
lics, France, the Netherlands, and the United 
Kingdom, PAHO’s Member States. 


Ophthalmology Congress in Caracas.—The sixth 
Pan American Congress of Ophthalmology will be 
held in Caracas, Venezuela, Jan. 31-Feb. 6, 1960. 
The tentative program, announced by Dr. Brittain 
F. Payne, New York City, president of the associa- 
tion, includes discussions on subjects ranging from 
genetics to autopsies, presented in symposiums, 
round tables, and free papers in two concurrent 
sessions throughout the week. Simultaneous transla- 
tion of scientific papers is planned. Brig. Gen. Victor 
A. Byrnes, U. S. Air Force, Washington, D. C., and 
Dr. David E. Shoch, Chicago, will preside at the 
session on space ophthalmology. Speakers will con- 
sider the following subjects: hereditary conditions 
of the head and neck that may affect the eyes, the 
use of alpha chymotrypsin in the management of 
cataract, cataract, eye conditions that pose special 
problems in certain regions, strabismus, glaucoma. 
A series of 27 five-minute reports on progress in 
ophthalmic therapy will fill one morning session. 
Dr. Conrad Berens, New York City, will preside at 
a program on the prevention of blindness. Hotel 
and travel arrangements should be made through 
Dr. William L. Benedict, 15 Second St., S. W., 
Rochester, Minn., Chairman of the Committee on 
Transportation. Headquarters for the congress will 
be at the Hotel Tamanaco. 


FOREIGN 

Symposium on Drugs in Lipid Metabolism.—An in- 
ternational symposium will be held in Milan, 
Italy, June 2-4, 1960, to review the present status 
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of biological and clinical research on “drugs affect- 
ing lipid metabolism.” The agenda will include 
four main subjects: 


(1) New data on cholesterol and lipid metabolism (biosyn- 
thesis, absorption site, catabolism, excretion, abnormal 
pathways ). 

(2) Experimental methods for the evaluation of drugs af- 
fecting cholesterol and lipid metabolism (new analytical 
methods and pharmacological tests ). 

(3) Drugs affecting cholesterol and lipid metabolism in 
relation to the prevention and treatment of experimental 
atherosclerosis, 

(4) Clinical methods and therapeutical significance of drugs 
affecting cholesterol and lipid metabolism. 


The symposium sponsored by the Institute of 
Pharmacology of the University of Milan, will be 
under the chairmanship of Prof. E. Trabucchi. In- 
formation on participation and presentation of 
papers can be obtained from Prof. S. Garattini, c/o 
Institute of Pharmacology, Via A. del Sarto 21, 
Milan, Italy, until March 1. The registration fee 
is US $10. 


CORRECTION 

Safety of X-ray Apparatus.—In the question and 
answer entitled “Safety of X-ray Apparatus,” in 
THE JourNAL, Oct. 3, page 630, the amount of 
permissible whole body exposure to gamma rays 
and x-rays should be “0.1 rem per week” instead 
of “0.3 r per week” as printed. Also, the definition 
given for a rad is incomplete in that a rad is not 
a unit for definition of beta ray energy absorption 
alone but is actually used more frequently to 
describe x-radiation and gamma radiation. 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various 
locations, June 24. Final date for filing application is Jan- 
uary 10. Oral. Miami Beach, April 25-30. Applications al- 
ready on file. Sec., Dr. Forrest E, Leffingwell, 217 Farm- 
ington Ave., Hartford 5, Conn. 

AMERICAN Boarp OF Dernmarto.ocy: Oral. Oklahoma City, 
Jan. 15-18, 1960. The final date for filing all applications 
was July 1, 1959. Sec., Dr. Beatrice M. Kesten, One Haven 
Ave., New York 32. 


AMERICAN BoarD OF INTERNAL MEDICINE: Oral, Philadel- 
phia, March 11-12. Final date for filing application is 
January 15. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 

AMERICAN BoaRD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Donald D. Matson, 300 Longwood Ave., Boston, Mass. 


EXAMINATIONS AND LICENSURE 
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AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I, 
Written. Chicago, January 16. Candidates notified of their 
eligibility to participate in the Part I examination must 
submit their case abstracts within thirty days of notifica- 
tion of eligibility. Part II, Oral. Chicago, April 11-16. Final 
date for filing application was August 1. Sec., Dr. Robert 
L. Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Written. January 
1960 in various cities. Applications for the 1960 written 
examination must be filed before July 1. Oral. 1960, San 
Francisco, May; Chicago, October. Sec., Dr. Merrill J. 
King, Box 236, Cape Cottage Branch, Portland, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part I. Nash- 
ville, Denver and Philadelphia, Apr. 13-14. Deadline for 
receipt of applications is Nov. 30. Sec., Dr. Sam W. 
Banks, 116 South Michigan Ave., Chicago 3. 

AMERICAN BoarpD OF Pepiatrics: Oral. Washington, Dec. 
4-6. Written. Jan. 8. Final date for filing application for 
the written examination is Dec. 1. Exec. Sec., Dr. John 
McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

AMERICAN BOARD OF PHysICAL MEDICINE AND REHABILITA- 
TION: Oral and Written. New York, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

AMERICAN BoarD OF PLastic SurcERY: Oral and Written. 
Milwaukee, May 1960. Final date for filing application 
is January 1. Corresponding Secretary, Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 

AMERICAN BOARD OF PsyCHIATRY AND NEUROLOGY: New 
York, Dec. 14-15; San Francisco, Mar. 14-15, 1960. Train- 
ing credit for full time psychiatric and/or neurologic 
assignment in unapproved military programs or services 
between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

AMERICAN Boarp oF RapioLocy: Examination. Washington, 
Dec. 6-9. Deadline for filing application was July 1. Candi- 
dates examined in Diagnostic Roentgenology may expect 
to be examined in Physics. Obligatory examination in 
Nuclear Medicine has been postponed until after June 30, 
1962 for those candidates being examined in Radiology 
or Therapeutic Radiology. Until that time the examina- 
tion in Nuclear Medicine will be optional for those who 
wish to be examined in Radiology or Therapeutic Radiol- 
ogy. Examination. Cincinnati, Spring 1960. Deadline for 
filing applications is Jan. 1. A special examination in 
Nuclear Medicine (for those diplomates in Radiology or 
Therapeutic Radiology) will be offered provided there are 
sufficient applications. Sec., Dr. H. Dabney Kerr, 

Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp OF SuRGERY: Written examinations (Part 
1) will be held on December 2, 1959 at various centers to 
be announced later. Closing date for filing applications 
was August 1. Those completing training requirements 
after September 30 cannot be considered for the Part I 
examination in December of the same year. Oral examina- 
tions (Part II): Boston, Dec. 14-15; Winston-Salem, No. 
Car., Jan. 18-19; New York, N. Y., Feb. 15-16; New 
Orleans, Mar. 14-15; Kansas City, Kans., May 16-17, and 
Los Angeles, May 19-20. Sec., Dr. John B. Flick, 1617 
Pennsylvania Blvd., Philadelphia 3. 

BoarD OF THORACIC SuRGERY: Written. Various centers 
throughout the country, Feb. 12. Final date for filing ap- 
plication is Dec. 1. Oral. May 1960, Final date for filing 
application is Dec. 1. Sec., Dr. Wm. M. Tuttle, 1151 
Taylor Ave., Detroit 2. 

AMERICAN Boarp OF UroLocy: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, Febrwarv 
1960. Final date for filing application was Sept. 1, 1959. 
Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min- 
neapolis 26, Minn. 
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DEATHS 


Bankhead, Henry Miller, Eolia, Mo.; Washington 
University School of Medicine, St. Louis, 1930; 
died in the St. Louis City Hospital July 2, aged 52. 


Bartmess, Leonard Ernest, Annapolis, Il1].; Chicago 
College of Medicine and Surgery, 1912; died Aug. 
28, aged 74. 


Batte, Sterling Algernon Jr. ® Gallatin, Tenn.; Uni- 
versity of Tennessee College of Medicine, Memphis, 
1952; interned at St. Joseph Hospital in Memphis, 
Tenn., and served a residency at the Veterans Ad- 
ministration Hospital in Memphis, Tenn.; veteran 
of World War II, receiving the Purple Heart, the 
Infantryman’s Combat Medal, and the Bronze Star 
for bravery beyond the call of duty; associated 
with the Gallatin Community Hospital; died in the 
Moore-Batte Clinic Sept. 4, aged 39. 


Blackledge, Theron L., Elizabethtown, Pa.; Cleve- 
land Homeopathic Medical College, 1901; asso- 
ciated with the Beaver Valley. General Hospital, 
New Brighton; died in the Harrisburg (Pa.) Hos- 
pital Aug. 17, aged 86. 


Blanchard, Winthrop Eugene ® Denver; University 
of Colorado School of Medicine, Boulder and Den- 
ver, 1912; died Aug. 1, aged 71. 


Blank, Marco Isser ® New York City; New York 
University Medical College, N2w York City, 1897; 
fellow of the American College of Surgeons; served 
on the staff of the French Hospital; died Aug. 2, 
aged 84. 


Bowman, Galen Ford @ Toledo, Ohio; Northwest- 
ern University Medical School, Chicago, 1911; vet- 
eran of World War I; staff member of the Flower 
and Maumee Valley hospitals; president of the 
Genoa Banking Company; died Sept. 1, aged 72. 


Christiansen, James ® Sioux City, Iowa; State Uni- 
versity of Iowa College of Medicine, Iowa City, 
1905; veteran of World War I; formerly county 
coroner; received the Silver Beaver Award for 
outstanding work in scouting; for many years asso- 
ciated with the Veterans Administration Hospital 
in Wood, Wis.; died in the Lutheran Hospital 
Aug. 28, aged 88. 


Doyle, Nitholas Murray, Chicago; College of Phy- 
sicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1911; served with 
the Veterans Administration; died in the Albert 
Merritt Billings Hospital Sept. 8, aged 79. 


(@ Indicates Member of the American Medical Association. 


Duling, Raymond Joseph @ Sioux City, Iowa; 
Creighton University School of Medicine, Omaha, 
1929; member of the American Academy of General 
Practice; associated with St. Vincent's and St. Jo- 
seph Mercy hospitals, where he was president of 
the boards; died in Lake Okoboji Sept. 6, aged 61. 


Extejt, Andrew John @ Toledo, Ohio; St. Louis 
University School of Medicine, 1934; interned at 
St. Mary's Group of Hospitals in St. Louis and the 
Lucas County General Hospital in Toledo, Ohio, 
where he served a residency at the Flower Hospi- 
tal; veteran of World War II and was awarded the 
Bronze Star Medal; died in the Mercy Hospital 
July 10, aged 51. 


Gehrmann, George Howard ® Chadds Ford, Pa.; 
born in South Norwalk, Conn., Oct. 11, 1890; Long 
Island College Hospital, Brooklyn, 1913; retired as 
director of the medical division of the E. I. Du Pont 
de Nemours and Company and was associate medi- 
cal director until leaving the company; medical 
director of the Atlantic Aviation Corporation; 
specialist certified by the American Board of Pre- 
ventive Medicine; served on the faculty of the 
Medical College of Virginia, Richmond; fellow of 
the American College of Physicians and the Ameri- 
can Public Health Association; after his retirement, 
the American Academy of Occupational Medicine, 
of which he was a member and past-president, 
founded the annual George H. Gehrmann Lecture 
in his honor, and the Medical Society of Delaware 
honored him at its annual meeting for his pioneer- 
ing contributions to occupational medicine and the 
honor he brought the society; member of the Indus- 
trial Medical Association, which in 1955 gave him 
the William S. Knudsen Award; formerly vice- 
president of the Delaware Public Health Associa- 
tion; at the commencement exercises on June 7, 
1956, of the State University of New York College 
of Medicine at New York City, Brooklyn, was 
awarded the ninth Alumni Medallion for Distin- 
guished Service to American Medicine; cited for 
his contributions to the health of workers in indus- 
try, for leadership over more than 40 years in 
industrial medicine, and for bringing about the 
collaboration of industry and medicine to protect 
and preserve the health of the American worker; in 
1944 founded the Wilmington chapter of Alcoholics 
Anonymous; in 1953 a citation was presented to 
him by the Malvern (Pa.) Institute for Alcoholism 
and Psychiatric Studies, in recognition of “the 
exemplary leadership and courage he displayed in 
furthering the treatment, understanding, and wel- 
fare of the alcoholic patient and for many years of 


V. 
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outstanding service in this cause”; a member of the 
President's Committee on Employment of the Phys- 
ically Handicapped; veteran of World War I; 
served on the advisory board of the Greenbrier 
Clinic, White Sulphur Springs, W. Va.; since 1954 
a member of the board of directors of the Memorial 
Hospital; died Sept. 3, aged 68. 


Gober, William Mayes Jr. ® Canton, Ga.; Johns 
Hopkins University School of Medicine, Baltimore, 
1915; associated with the Kennestone Hospital in 
Marietta; died Sept. 4, aged 72. 


Guage, Joseph Gerard, Brooklyn; Georgetown Uni- 
versity School of Medicine, Washington, D. C., 
1938; died in the Lutheran Hospital July 28, 
aged 48. 


Hassett, Roger Gerard @ Solana Beach, Calif.; 
University of Minnesota Medical School, Minne- 
apolis, 1923; member of the American Academy of 
General Practice; formerly practiced in Mankato, 
Minn.; died Aug. 24, aged 63. 


Hearn, James Radcliffe, Los Angeles; Georgetown 
University School of Medicine, Washington, D. C., 
1957; veteran of the Korean War; certified by the 
National Board of Medical Examiners; interned at 
the Los Angeles County Hospital, where he served 
a residency; died Aug. 29, aged 31. 


Heath, Samuel Horace, Denver; Central College of 
Physicians and Surgeons, Indianapolis, 1898; died 
in the Colorado State Hospital, Pueblo, Aug. 25, 
aged 82. 


Hieber, Henry Manchester, St. Petersburg, Fla’; 
Western Pennsylvania Medical College, Pittsburgh, 
1902; died Aug. 4, aged 79. 


Hogan, Charles Vincent ® Pottsville, Pa.; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1919; past-president and secretary of the 
Schuylkill County Medical Society; served as medi- 
cal examiner of the Pottsville School District; for 
many years a member of the board of health, of 
which he was president and secretary; associated 
with the Pottsville Hospital, where he died Sept. 2, 
aged 64. 


Kirby, Dunne Wilson ® Captain, U. S. Navy, Fresh 
Meadows, L. I., N. Y.; born in Philadelphia Oct. 15, 
1901; Hahnemann Medical College and Hospital of 
Philadelphia, 1928; fellow of the American College 
of Physicians; in 1942 commissioned in the U. S. 
Naval Reserve and later in the regular Navy; served 
as chief of medicine at the Naval Hospital in New- 
port, R. I., and the Bainbridge (Md.) Naval Hospi- 
tal; senior member of the physical evaluation board, 
Third Naval District, U. §. Navy; died in the U. S. 
Naval Hospital, St. Albans, Sept. 7, aged 57. 
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Millsap, Roy, Los Angeles; University of Southern 
California College of Medicine, Los Angeles, 1903; 
died July 1, aged 80. . 


Nadler, Rose Marie Anderegg, Metairie, La.; Uni- 
versity of Wisconsin Medical School, Madison, 
1946; interned at the Philadelphia General Hospi- 
tal; died in New Orleans Sept. 1, aged 37. 


Passarella, Frank Anthony Jr. ® St. Cloud, Minn.; 
Loyola University School of Medicine, Chicago, 
1916; veteran of World Wars I and II; associated 
with the U. S. Veterans Administration; died in the 
Veterans Administration Hospital July 11, aged 65. 


Penberthy, Grover Cleveland @ Detroit; born in 
Houghton, Mich., March 1, 1886; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1910; interned at the New York City 
Hospital from 1910 to 1912 when he became deputy 
medical superintendent; served as nonresident lec- 
turer in surgery at his alma mater; in 1913-1914 
instructor in anatomy at the Detroit College of 
Medicine, now known as the Wayne University 
College of Medicine, where he was professor of 
clinical surgery; veteran of World War I; in 1946 
awarded the Legion of Merit; according to the 
citation, served with distinction as service command 
consultant in surgery, Seventh Service Command, 
from July, 1942, to January, 1946; for many years 
chairman of the Michigan State Medical Advisory 
Committee to Selective Service; member of the 
advisory board to Surgeon General, Army of the 
United States, 1951-1952; in 1941 at the annual 
meeting of the American Medical Association, of 
which he was a member of the House of Delegates 
since 1942, and from 1938 to 1944 representative of 
its Scientific Exhibit, was awarded the Silver Medal 
with Dr. Charles N. Weller, for an exhibit illustrat- 
ing the treatment of burns; past-president of the 
Society of Medical Consultants to Armed Forces, 
Wayne County Medical Society, Michigan State 
Medical Society, Detroit Academy of Surgery, of 
which he was past-secretary, Michigan Society of 
Mental Hygiene, Medical Veterans of World War II, 
American Association for the Surgery of Trauma, 
Central Surgical Association, American Association 
of Industrial Physicians and Surgeons, Detroit 
Academy of Medicine, of which he was past-secre- 
tary, and the Michigan Association of Industrial 
Physicians and Surgeons; member of the Southern 
Surgical Association, Western Surgical Association, 
American Association for the Advancement of 
Science, International Society of Surgeons, Associa- 
tion of Military Surgeons of the United States, In- 
dustrial Medical Association, Société Internationale 
de Chirurgie, Detroit Board of Commerce, Phi Rho 
Sigma, and Alpha Omega Alpha; member of the 
founders group of the American Board of Surgery; 
fellow of the American College of Surgeons, of 
which he was a regent and a past-governor; hon- 
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orary member of the Flint (Mich.) Academy of 
Surgery and the Terre Haute (Ind.) Academy of 
Medicine; in 1954 was nominated to the Detroit 
Medical Hall of Fame; served as surgical director 
of the Michigan Mutual Liability Company; from 
1950 to 1955 director and from 1954 to 1955 chair- 
man of the board of directors of the Cranbrook 
School; since 1957 served on the City Plan Com- 
mission; formerly member of the Council of Social 
Agencies; associated with the Children’s Hospital, 
Harper Hospital, Herman Kiefer Hospital, Receiv- 
ing Hospital, Jennings Memorial Hospital, Detroit 
Orthopedic Clinic, Detroit Memorial Hospital, 
Blain Hospital, Sinai Hospital, and the Veterans 
Administration Hospital; died Sept. 2, aged 73. 


Robinson, Gerard Briscoe, Mount Gilead, Ohio; 
Yale University School of Medicine, New Haven, 
Conn., 1924; certified by the National Board of 
Medical Examiners; associated with the Morrow 
County Hospital; died near Carey Sept. 1, aged 60. 


Rupert, Margaret Jane, Cleveland; Ohio State Uni- 
versity College of Homeopathic Medicine, Colum- 
bus, 1919; died in the Huron Road Hospital, East 
Cleveland, July 19, aged 67. 


Salerno, John Joseph, New York City; University 
and Bellevue Hospital Medical College, New York 
City, 1910; specialist certified by the American 
Board of Otolaryngology; formerly on the staff of 
the New York Post-Graduate Medical School and 
Hospital; died Sept. 10, aged 72. 


Shipley, Alfred Edward ® Brooklyn; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1899; veteran of World War I; at one 
time secretary of the New York City Department 
of Health; formerly deputy commissioner of hospi- 
tals; for many years served on the faculty of Long 
Isiand College of Medicine; member of the Ameri- 
can Public Health Association; died Sept. 4, aged 83. 


Simkus, Vincent A. ® Chicago; Loyola University 
School of Medicine, Chicago, 1919; died Sept. 12, 
aged 74. 


Taran, Leo Maurice ® Great Neck, N. Y.; born 
July 20, 1900; Harvard Medical School, Boston, 
1925; specialist certified by the American Board of 
Pediatrics; certified by the National Board of Medi- 
cal Examiners; member of the American Academy 
of Pediatrics; associate clinical professor of pedi- 
atrics at the New York Medical College and Flower 
and Fifth Avenue Hospitals, where he was director 
of cardiopulmonary program; in 1955 resigned as 
medical and research director of St. Francis Sana- 
torium for Cardiac Children, Roslyn, with which 
he was affiliated since its foundirg; cardiology 


consultant at Meadowbrook Hospital in Hempstead. 


and Community Hospital at Glen Cove; research 
consultant at Brooklyn Hebrew Home and Hospital; 
died Sept. 10, aged 59. 
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Whitby, Ferdinand Demander, Washington, D° C.; 
University of Illinois College of Medicine, Chicago, 
1914; member of the American Psychiatric Associa- 
tion; served on the faculty of Howard University 
College of Medicine; associated with Freedmen’s 
Hospital, where he died Sept. 4, aged 75. 


White, J. Warren @® Honolulu, Hawaii; born in 
Roxbury, Mass., March 2, 1892; Harvard Medical 
School, Boston, 1917; served in the regular U. S. 
Navy, resigning in 1923; served as instructor of 
orthopedic surgery at his alma mater and at Duke 
University School of Medicine in Durham, N. C.; 
from 1938 to 1949 trustee at the Furman University, 
Greenville, S. C.; specialist certified by the Ameri- 
can Board of Orthopedic Surgery, serving as a 
member of the board from 1948 to 1950; in 1948 
went on a teaching mission to Japan and served as 
consulting surgeon to the Surgeon General of the 
Army; secretary of the Section on Orthopedic Sur- 
gery of the American Medical Association from 
1944 to 1946 and chairman, 1947-1948; past-presi- 
dent of the American Orthopedic Association and 
the Western Orthopedic Association; past-vice- 
president of the South Carolina Medical Associa- 
tion; fellow of the American College of Surgeons, 
of which he was chairman of the Hawaii committee 
on trauma since 1952, and president in 1955-1956 
of the local chapter; member of La Société In- 
ternationale de Chirurgie Orthopedique, American 
Academy of Orthopedic Surgeons, and the Associa- 
tion of Railroad Surgeons; consulting orthopedic 
surgeon to the Territorial Board of Health; chair- 
man of the orthopedic advisory board, division for 
crippled children, South Carolina Board of Health 
for many years; chief of the orthopedic service, local 
base hospital unit, U. S. Public Health Service 
Reserve; at various times associated with the Mas- 
sachusetts General Hospital in Boston, Shriners’ 
Hospital for Crippled Children, and Greenville 
General Hospital in Greenville, $. C., and Oliver 
General Hospital in Augusta, Ga.; chief surgeon at 
the Shriners’ Hospital for Crippled Children; mem- 
ber of the advisory board, and chief of fracture 
service, Queens Hospital; chief of fracture service, 
Kuakini Hospital; associated with St. Francis, Kapi- 
olani Maternity and Gynecological, and Tripler 
Army hospitals; died Sept. 12, aged 67. 


White, R. Rostin ® Marco, Fla.; Jefferson Medical 
College of Philadelphia, 1925; fellow of the Inter- 
national College of Surgeons and the American 
College of Surgeons; formerly practiced in Somers 
Point, N. J., where he held a post on the board of 
education, served as chief surgeon at Shore Me- 
morial Hospital, and was medical inspector of the 
public schools; died Sept. 4, aged 58. 


Wiktorin, Ervin F. K., Cleveland; Magyar Kiralyi 
Erzsébet Tudomanyegyetem Orvostudomanyi, Pecs, 
Hungary, 1934; died July 1, aged 58. 
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BRAZIL 


Excessive Birth Weight—The pregnancy and de- 
livery of a macrosomic fetus is a serious obstetric 
problem, even for the experienced specialist. Dr. 
O. M. Garcia, of Sao Paulo (An. brasil. ginec. 48:65, 
1959) analyzed a series of 349 babies who weighed 
4,000 Gm. (8.8 lb.) or more at birth. This repre- 
sented an incidence of 4.3%. The heaviest baby in 
this series weighed 5,790 Gm. (12.75 Ib.). Over- 
weight fetuses were more frequently born of moth- 
ers 25 or more years old, and 69.8% of the over- 
sized babies were boys. The duration of pregnancy 
showed no correlation with the production of over- 
sized babies. The fetal mortality in these babies was 
about three times the general fetal mortality at 
birth. 


Mosquito Control.—The discovery of DDT led to 
an acceleration and expansion of the campaign 
against the Aedes aegypti mosquito. Dr. O. P. 
Severo (Boletim de la Oficina Sanitaria Panameri- 
cana, July, 1959) reported that the main obstacles 
encountered were the resistance of A. aegypti eggs 
to desiccation and the tendency of the mosquito in 
certain areas to return to its primitive habitat. Re- 
infestation from other countries is also a hazard. A 
preliminary survey was made in 1,882 of the exist- 
ing 1,894 municipalities and 1,187 (63% of those 
surveyed) were found to be infested. A. aegypti 
foci were found in 244,366 of the 4,720,439 dwell- 
ings inspected. Much work remains to be done. 


Strongyloidiasis.—Dr. J. M. Ferreira and co-workers 
of the University of Sao Paulo (Hospital das 
Clinicas, August, 1959) treated a series of 24 pa- 
tients who had strongyloidiasis. Of these 21 were 
cured. Three of the 24 patients were asymptomatic. 
The others complained of diarrhea, abdominal 
tenderness, epigastric pain, meteorism, pyrosis, and 
nausea. The total dosage ranged between 2.1 and 
12.6 Gm. given over a period of 7 to 21 days. The 
drug was better tolerated when it was given in small 
doses in the first few days of treatment. The follow- 
ing schedule was recommended for adults: 100 mg. 
in a single dose on the Ist day; 100 mg. twice on 
the 2nd day; 100 mg. three times on the 3rd day; 
and 200 mg. three times a day from the 4th to 20th 
day. This gave a total dosage of 10.8 Gm. Results 
were checked through serial stool examinations for 
4 to 16 weeks after treatment. Failure of treatment 
in 1 three patients was attributed in one patient to 
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the fact that the tablets were chewed instead of 
swallowed, and in the other two to inadequate 
dosage. The treatment was successful in patients 
with associated whipworm and roundworm infec- 
tions and was unsuccessful in one patient with asso- 
ciated hookworm infection. Tolerance to the drug 
was excellent in 10 patients. The rest complained of 
nausea, diarrhea, abdominal tenderness, and 
vomiting. | 


DENMARK 


Is Artificial Pneumothorax Outmoded?—At a meet- 
ing of the Danish Tuberculosis Physicians’ Society 
one speaker (Nordisk medicin, Aug. 13, 1959) said 
that, though the indications for artificial pneumo- 
thorax had gradually lessened, a few patients still 
require it, as when, for example, the disease is 
recent or subchronic, is limited to one side with 
small or medium-sized cavities, shows signs of re- 
lapse after what had seemed to be successful 
chemotherapy, or there are difficulties over alterna- 
tive methods of treatment. Another speaker said 
that in the Silkeborg Sanatorium the numbers of 
patients in whom a pneumothorax had been in- 
duced in each of the six years between 1952 and 
1957 were 54, 40, 33, 33, 12, and 0 respectively. In 
his opinion there are still patients in whom this 
treatment deserved consideration, although the 
standard routine he preferred for most patients was 
at least two years of continuous chemotherapy. A 
third speaker suggested that one reason for the 
growing rarity of patients requiring pneumothorax 
is that the group aged 15 to 34 years in which this 
treatment had had its greatest vogue has come to 
include relatively few patients. 


Cancer of the Bladder.—Andersen and Glenert 
(Ugeskrift for leger, Aug. 27, 1959) reported a 
series of 60 patients (48 men and 12 women) who 
had cancer of the bladder. Their ages ranged from. 
28 to 87 years (mean 64). The diagnosis was verified 
histologically in 51 and post mortem in 4 others. 
Radical treatment was given to 29 and palliative 
treatment to 18. No treatment was attempted in 13. 
Among those receiving radical treatment, 21 were 
observed for 18 months or longer. Of these 15 
achieved freedom from relapse lasting from one to 
more than seven years. The treatment was mainly 
surgical, with transurethral electrocoagulation for 
the smaller superficial tumors, suprapubic electro- 
coagulation or electroresection for larger or multi- 
ple, superficial tumors. When tumors had pene- 
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trated the mucosa, resection of the bladder was 
undertaken if possible. In recent years some im- 
provement has been effected by combining surgical 
treatment with the implantation of radioactive 
tantalum. 


Prophylactic and Palliative Treatment of Cancer.— 
At the Gentofte Hospital, Dr. B. Sérensen (Uge- 
skrift for leger, Aug. 13, 1959) has supplemented 
the operative treatment of cancer with intravenous 
injections of Nitromin (a derivative of nitrogen 
mustard) since the beginning of 1958. On July 1, 
1958, he switched to Endoxan (another derivative 
of nitrogen mustard) which was much better tol- 
erated than Nitromin. Nitromin was given to 48 
patients and Endoxan to 29. Both were applied 
locally at the site of operation. While the action of 
Nitromin proved to be so toxic that its further 
administration was contraindicated, Sérensen had 
hopes that most patients could tolerate Endoxan. 
In two patients the administration of Endoxan was 
followed by the disappearance of metastases from 
anaplastic bronchogenic carcinoma. As this drug 
seems to be comparatively nontoxic and _ inflicts 
little discomfort on the patient, its further trial is 
justified. 


Lithium for Manic-depressive Psychosis.—Dr. G. 
Belling (Ugeskrift for lager, July 30, 1959) used 
lithium to treat a series of psychotic patients (7 men 
and 44 women) 23 to 81 years of age with an 
average duration of mental illness of 48 years. Of 
these 32 suffered from some form of manic-depres- 
sive psychosis. Tablets containing 300 mg. of lithium 
carbonate were given four times a day. After a few 
days, the dosage was gradually reduced to a mainte- 
nance dosage of 300 to 600 mg. daily. The side- 
effects observed in 29 patients were so troublesome 
that they led to the discontinuation of this treat- 
ment in 12. The author concluded that in more 
than half the patients with typical mania it gave 
satisfactory results. 


FINLAND 


Suicide.—The 159 patients (55 men and 104 women) 
treated at two hospitals for attempts to commit 
suicide by an overdose of drugs are the subject of 
a study by Ekblom and Frisk (Nordisk medicin, 
Aug. 6, 1959). Among them were 21 whose attempt 
was successful at the time. Another 12 committed 
suicide later. The survivors were classified according 
to the main motives for suicide, such as matrimonial 
conflicts, depression connected with nervousness 
and insomnia, prolonged physical illness and pain, 
social reasons, love affairs, self-reproach, a sense of 
injustice, or some unknown cause. 

Special attention was paid to relapses and the 
causes thereof, because such information might 
prove a useful guide to prognosis. The frequency of 
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relapses after attempts to commit suicide because of 
matrimonial conflicts or love affairs was only half 
that of attempted suicides for the other reasons. 
Comparatively few relapses occurred in the group of 
patients inspired by a sense of injustice. On the 
other hand, the relapse rate was comparatively high 
for the victims of chronic physical illness or pain. 
In the last group (some unknown cause) the re- 
lapse rate was high as was the subsequent mortality. 
Many of the patients in this group were alcoholics 
and psychopaths who thus refuted the common be- 
lief that their attempts to commit suicide were 
demonstrative rather than serious. The authors con- 
cluded that the high relapse rate reflected adversely 
on the care hitherto taken in the supervision of this 
type of patient, and they plead for closer psychiatric 
control with admission to a psychiatric hospital 
more often than not. 


FRANCE 


Experimental Peptic Ulcers.—S. Bonfils and co- 
workers (Archives des maladies de lappareil 
digestif et des maladies de la nutrition, May, 1959) 
immobilized a series of rats in latticed corselets 
with openings at the two ends for the four legs, 
which were tied to each other. The rats were hori- 
zontally suspended above the ground. Some were 
killed after 7 and the rest after 24 hours of con- 
straint. Ulcers were ohserved in 58% after 7 hours 
and in 86% after 24 hours. Another series of animals 
was placed in cages in which five types of experi- 
mental compartments were created by mobile par- 
titions and glass rods. The ulcers provoked by this 
method were the same as those induced by standard 
constraint. The percentage of lesions increased in 
proportion as the size of the compartment was di- 
minished. There is, therefore, an inversed propor- 
tional relation between the ability to move freely 
and the frequency of ulcers. 


Reconstruction of Blood Vessels.—At the meeting of 
the Academy of Surgery in March, R. Fontaine and 
co-workers reported a series of 323 operations for 
the reconstruction of blood vessels. Of 114 patients 
operated on for arterial obstruction 75% obtained 
immediate relief. In the course of the following 
year 50% of these arteries were again thrombosed. 
The site of thrombosis had an influence on the re- 
sults. The best results were obtained in operations 
on the superficial femoral, external iliac, and popli- 
teal arteries, in that order. The more pronounced the 
ischemia at the time of operation the poorer the 
end-result. Secondary thrombosis of a transplant 
did not exclude favorable clinical results; two years 
later and five years later such results were observed 
in 39 to 55%. A large percentage of secondary oblit- 
erations followed venous autografts. The authors 
have abandoned the use of Ivalon grafts for those 
of Teflon or Nylon. The technique of short circuit 
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or of bypass gave good results in patients with 
spontaneous peripheral obliterations, and substitu- 
tive grafts were principally used in patients with 


aneurysm. 


ISRAEL 


Rheumatic Fever.—At a meeting of the Israel Med- 
ical Association, A. Brand-Auraban of Jerusalem 
stated that the mortality from rheumatic heart dis- 
ease in Israel is between 10 and 13 per 100,000. In 
childhood the mortality is greater than for all of 
the infectious children’s diseases combined. The 
death rate increases with age, being 3 per 100,000 
in the group 0 to 4 years of age; 12 per 100,000 in 
the group 45 to 64 years of age; and 53 per 100,000 
in the group aged 65 and over. In about 20% of the 
fatal cases, the rheumatic fever was incurred before 
24 and in 50% before 44 years of age. In Jerusalem 
the death rate from this cause is about 60% higher 
than in the country as a whole. 

The annual incidence of acute rheumatic fever in 
Israel is about 1.5 per 1,000 population while in 
Jerusalem it reaches 6.5 per 1,000. Yearly 2,500 to 
3,000 cases of rheumatic fever are reported in 
Israel; 70% of the patients have their first attack 
between the ages of 5 and 15 years and 40% be- 
tween 5 and 9 years. No parallel exists between the 
incidence of streptococcic diseases, such as scarlet 
fever or acute tonsillitis, and rheumatic fever. The 
meteorological factors of the Jerusalem climate 
are taken into consideration, especially the dryness 
of the air and the difference between day and 
night temperatures, to explain the higher incidence 
of rheumatic fever. No definite seasonal pattern was 
found for the incidence of acute rheumatic heart 
disease. 


Outbreak of ECHO Virus Infection.—At the same 
meeting, L. Rannon and co-workers reported on an 
outbreak of aseptic meningitis. The 22 patients with 
meningitis and 13 abortive cases were concentrated 
chiefly among children 4 to 10 years of age. Few 
cases occurred in infants and adults. The disease 
was characterized by fever of 2 to 10 days’ duration 
(in some patients biphasic), headache, vomiting, 
somnolence, and signs of meningeal irritation. Most 
patients showed a tendency to hyperreflexia. Among 
those with meningitis two developed flaccid paresis 
of the lower limbs, and one of them still had some 
weakness in his legs on follow-up examination 
three months after onset. Attempts were made to 
isolate viruses from stools and throat swabs. Twelve 
monkey kidney cell cytopathogenic agents were 
isolated from eight patients and one contact. All 
strains proved to be immunologically related or 
identical with ECHO virus type 9. Tissue culture 
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neutralization tests for ECHO virus 9 antibody 
were made on blood samples taken during the 
acute and convalescent phase of the disease. In 
many patients fourfold or higher rises in antibody 
titer were observed. In 87% of those with meningitis 
and 85% of the abortive cases ECHO virus 9 infec- 
tion was proved. Most of the control patients 
showed no ECHO virus antibodies. 


NETHERLANDS 


Salmonellosis.—According to F. Dekking (Parool, 
Aug. 22, 1959) until a few years ago only about 20 
members of the genus Salmonella could be found 
in the Netherlands. Since then, however, this num- 
ber has increased with about 10 new types being 
identified yearly. Some of these new specimens have 
previously never been found anywhere else in the 
world. Others are brought in with all sorts of cattle 
fodder, which contain fish meal and other animal 
foods from Africa, South America, and Asia. Several 
months after their arrival they can be found in 
slaughter cattle and later they appear in the human 
population. 


A Fifth Type of Phakomatosis.—E. H. Hermans and 
co-workers (Nederlands Tijdschrift voor Genees- 
kunde, 1959) observed a boy who at 3 years of age 
began to develop many small tumors on his skin. 
At first these tumors were mainly located on his 
neck and shoulders, but later were found on other 
parts of the body. When the boy was 13 years of 
age the number of these tumors was still increasing. 
Initially these tumors looked like small fibromas, 
but later they became more elevated and peduncu- 
lated. They grew darker and finally looked like 
verrucoid nevi. Microscopic sections showed the 
growths to be benign epitheliomas. The authors 
suggested the name nevus epitheliomatosa multi- 
plex. According to the authors, these lesions have 
never been described before. Shortly after his birth 
one of the patient's eyes was removed for fear it 
might contain a retinal blastoma. A further exami- 
nation of the enucleated eye led to the diagnosis 
of dysgenesis oculoneuroblastica gliomatosa. The 
electroencephalogram revealed some abnormalities. 
These findings, in general, resembled a group of 
diseases which in 1932 was called the phakomatoses 
and which includes multiple neurofibromatosis, 
Hippel-Landau’s disease, nevoid amentia, and 
adenoma sebaceum. All of these disorders present 
nevus-like changes of the skin, ocular abnormalities, 
and changes of the central nervous system. 


The Paul-Bunnell Test.—L. C. Klijn (Nederlands 
Tijdschrift voor Geneeskunde, 1959) stated that the 
Paul-Bunnell test as originally performed with un- 
prepared serum was not sufficiently reliable to 
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establish the diagnosis of infectious mononucleosis. 
Apart from several other conditions in which a 
positive test might be encountered, the test could 
be negative in a patient with an obvious case of 
infectious mononucleosis. This unreliability was 
caused by the fact the human serum might contain 
three different types of agglutinins, all of which 
agglutinated the red blood cells of sheep. These in- 
cluded the Frossman agglutinins, which might be 
encountered in healthy persons, the serum sickness 
agglutinins, and the agglutinins of infectious 
mononucleosis. In 1937 Davidsohn proposed to first 
subject the serum to be investigated to an absorp- 
tion by a suspension of guinea pig kidney cells, by 
which method the Frossman and the serum sick- 
ness agglutinins are removed from the serum. 

The present author investigated the reliability of 
this indirect Paul-Bunnell test. A series of 4,255 
samples of serum of healthy subjects and of patients 
suffering from. other diseases gave a titer of 1:8 or 
1:16 in only seven instances. These seven positive 
tests included only abnormalities, which were in no 
way related to infectious mononucleosis. Further- 
more, in all of the 25 patients with an obvious in- 
fectious mononucleosis a positive result was ob- 
tained. When a serum was investigated on several 
occasions or with the cells of different sheep, no 
large variations in the titer were observed. Such 
variations were common when the original tech- 
nique was followed. Finally the author pointed out 
that a microscopic indirect test could be done on 
a slide. In this way the result could be obtained 
within one hour. If the slide test is negative a 
macroscopic control test with test tubes is necessary. 


NORWAY 


Cancer Registration.—As early as 1907 the first na- 
tional cancer registration was started by the Cancer 
Committee of the Norwegian Medical Association 
in conjunction with the Norwegian Public Health 
Service, but such registration did not become effec- 
tive till 1952 when cancer and allied conditions 
were included among the compulsorily reportable 
diseases. By the end of 1956 sufficiently reliable 
information had been collected to warrant the pub- 
lication of the observations of the Cancer Registry 
in the two-year period 1953-1954. (Cancer Regis- 
tration in Norway, The Incidence of Cancer in Nor- 
wway 1953-1954). Its authors are Einar Pedersen 
and Knut Magnus. The publication of this report in 
English puts it at the service of many foreign re- 
search workers interested in the progress made in 
this field in Norway. In the two-year period re- 
viewed, 7,684 new male and 8,044 new female 
patients were reported. The part played by sex in 
the incidence of cancer in different sites comes out 
plainly in connection with the lips. Thus, the inci- 
dence of cancer of the upper lip was nearly the same 
for the two sexes, but there were 25 male to 1 female 
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patient with cancer of the lower lip. The lip was 
one of the few sites showing, among men, generally 
higher morbidity in rural than in urban areas. 


Biopsies of Lymph Nodes.—At Professor Kreyberg’s 
University Institute for General and Experimental 
Pathology an opinion has often been given on en- 
larged lymph nodes removed from apparently 
healthy persons with a normal sedimentation rate 
and blood count. Dr. O. H. Iversen ( Tidsskrift for 
den Norske Laegeforening, Aug. 1, 1959) reported 
a 3-to-12 year follow-up. Of these, 42 were appar- 
ently healthy and had malignant lymphoid disease 
but were still living. The author cautioned against 
a too facile diagnosis of malignant disease, because 
great misery is thus inflicted on the patient whether 
it is correct or not. Even if it is so, little can be 
gained by the knowledge, since the enlarged gland 
may merely be the outward expression of a deep- 
seated systemic disease refractory to a radical cure 
by the surgical, radiologic, chemical, or hormonal 
treatments available. This is so however intense the 
regional treatment may be. It is therefore well to 
give the patient the benefit of the doubt when the 
diagnosis is in question and to diagnose a benign 
condition even at the risk of subsequently being 
proved wrong in some cases. 


Poliomyelitis Vaccination.—The experiences with 
poliomyelitis vaccination since it was started were 
reviewed by Dr. F. Mellbye (Tidsskrift for den 
Norske Laegeforening, Supp. 16, 1959). The author 
stated that late in 1956 about 500,000 persons were 
given two injections of the vaccine, but the com- 
parative freedom from poliomyelitis enjoyed by 
Norway in the following year prevented evaluation 
of the efficacy of this measure. The chance to do so 
came with the epidemic of 1958 when 236 paralytic 
patients came under close observation. In 232 of 
these patients accurate data were available. The 
following conclusions were drawn. There was no 
evidence to show that the vaccination had provoked 
a single case of poliomyelitis. Complications of 
vaccination were rare. Among children vaccinated 
twice and thrice, the frequency of new paralytic 
cases was only about 20% of that for unvaccinated 
and once-vaccinated children. The author was un- 
able to determine whether paralysis in vaccinated 
persons had been less severe than in the unvac- 
cinated. 


SWEDEN 


When Legal Abortion Is Refused.—To determine 
what happens to the women who apply to the 
authorities for the induction of abortion and are 
refused Dr. G. Hultgren (Nordisk medicin, Aug. 6, 
1959) examined the records of 4,274 persons. They 
were classified according to geographical distribu- 
tion, age, marital status, and other conditions. 
About 86% allowed their pregnancies to go to 
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term. The rest aborted spontaneously or in response 
to criminal methods in a proportion impossible to 
assess accurately. Obstetricians commonly agree 
that at least 10% of such pregnancies end in spon- 
taneous abortion. In Stockholm this figure was 
found to be 15.7% and for other parts of Sweden 
about 13.6%. Among all the women in this series 
only one committed suicide. This refutes the com- 
mon theory that women who have been refused in- 
duction of abortion will commit suicide. 


Delirium Tremens.—A series of 240 patients at the 
Beckomberga mental hospital were treated for delir- 
ium tremens and allied conditions with Hemineu- 
rine by Dr. E. Giacobini and co-workers (Nordisk 
medicin, Aug. 6, 1959). Some were given the drug 
by mouth, some by intravenous injection, and oth- 
ers by both routes. A single intravenous injection 
induced deep short-lasting sleep. There were no 
serious complications and the results were encour- 
aging. In the same issue, Dr. E. Osterman and 
co-workers reported a series of 28 patients who 
had manic psychosis, anxiety states, status epilep- 
ticus, and schizophrenia whom they treated with 
the same drug. Their results were also encourag- 
ing, though not as good as those of the French 
workers who introduced the drug. Hypotension and 
digestive disturbances were commonly observed 
side-effects when the drug was given by mouth. 


Treatment of Smoking Addicts.—In Svenska Léd- 
kartidningen (Aug. 14, 1959) Dr. B. Ejrup traced 
the smoking habits of 1,012 patients after they had 
undergone his system of treatment which consisted 
of a 10-days’ course of subcutaneous injections of 
lobelin hydrochloride supplemented by meproba- 
mate and Secergan tablets. The immediate results 
were good, 75.6% having been weaned of their 
cigarette smoking. These patients had previously 
tried in vain to effect a cure by themselves. The 
subsequent habits of 903 were followed and the 
relapse rate was found to be lowest among the 
smokers who had promptly ceased to smoke after 
only a day’s treatment. After six months 76% in 
this category had not relapsed. The risk of relapse 
dwindled with every month of abstention. 


UNITED KINGDOM 


Mothers Sent Home Twenty-four Hours After 
Births.—Mothers should be sent home from the 
hospital 24 to 28 hours after a normal delivery ac- 
cording to Dr. G. F. Abercrombie ( Lancet, Sept. 19, 
1959). This not only would relieve the shortage of 
hospital beds but also would prove a real advantage 
for mother and child. In 1951 emergency applica- 
tions for maternity beds varied from 150 to 300 a 
quarter but are now 800. The reason is the failure 
or inability of antenatal clinics to make a reserva- 
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tion in advance. As a result the baby is often born 
in unsuitable conditions at home before there has 
been time to find a hospital bed, or in the ambulance 
on the way to the hospital. It is fairly generally ac- 
cepted that, provided home conditions are accept- 
able, and domestic help is available, mothers can 
go home soon after giving birth. One stumbling 
block is over the training of midwives, and the 
sharp division between hospital and domiciliary 
midwives.,Sending mothers home early means that 
the midwife who attended the birth would not see 
the case through the 14-day puerperal period, 
which has been thought desirable. 


International Social Security.—A social security 
agreement between the United Kingdom and Den- 
mark, covering all benefits under national insurance, 
industrial injuries insurance, and family allowances 
schemes in both countries, has been signed and will 
be effective when ratified. Contributions paid in 
both countries may be added together to qualify 
for benefit. In addition, British nationals and their 
dependents will be able to get urgent medical treat- 
ment under the Danish sickness insurance scheme, 
whether they are working in Denmark or on holiday 
re, 


Armed Forces Medical Services.—An annotation in 
the British Medical Journal of Sept. 5 stated that 
the fourth report from the Select Committee on 
Estimates recommended integration of the medical 
services of the armed forces. The committee be- 
lieved that this would save money and manpower 
and increase efficiency. A joint service would have 
the advantages of greater size and scope and medi- 
cal officers in it would gain wider clinical experi- 
ence. To these advantages the committee added 
those of greater flexibility in the deployment of 
specialists and of the need for a smaller administra- 
tive staff, which would reduce expenditure and re- 
lease a number of senior medical officers for pro- 
fessional duties. 

Integration of the medical services of the armed 
forces has been considered at intervals since 1946. 
The Forces Medical and Dental Committee thought 
amalgamation undesirable, as also did the BMA in 
presenting its evidence to that committee, because 
of the specialized needs of each service, their dif- 
fering tasks and functions, and hence their differ- 
ent organizations and the need to preserve the 
esprit de corps engendered by loyalty to an indi- 
vidual service. The Select Committee, however, 
believed that the size and function of the services 


had altered so much that the forces committee’s 


views were to some extent invalidated. The BMA 
did not think so, and repeated its objections to inte- 
gration in its evidence to the Select Committee; the 
service departments’ attitude to it is described by 
the Select Committee itself as being disappointing- 
ly inflexible. 
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TREATMENT OF ULCERATIVE COLITIS 


To the Editor:—With reference to the article en- 
titled “New Treatment for Ulcerative Colitis” by 
Louis W. Granirer, which appeared in THE Jour- 
NAL, Sept. 26, page 402, it would be most unfortu- 
nate if the writer would infer that ulcerative colitis 
should be treated by administration of gold salts 
and phenylbutazone and an unrestricted diet of 
- roughage, fried and fatty foods, and pizza pie. I 
assume that such was not the author’s intention. As 
a physician who has been duly battle-scarred 
through numerous encounters with chronic, acute, 
and fulminating cases of ulcerative colitis, I strenu- 
ously caution the general practitioner against mak- 
ing use of such short cuts to success. 

The author has reported the case of a critically 
ill patient who was dehydrated and in nutritional 
failure. By his own adinission, “saline solution and 
blood were infused at a rapid rate.” Antibiotics, 
corticosteroids, ACTH (intravenously), and vitamin 
Biz (subcutaneously) were also given. This therapy 
alone was adequate for the patient’s dramatic re- 
covery. The administration of gold salts twice week- 
ly and 100 mg. of phenylbutazone daily by mouth 
cannot be construed as the “new treatment” that 
turned the clinical course. These compounds were 
once used in the management of rheumatoid arthri- 
tis, a distressing complication of ulcerative colitis. 
They have been replaced by ACTH and the adrenal 
steroids. The use of gold salts in a patient seriously 
ill with colitis may add fuel to the fire. Although the 
author was careful to use only 5 mg. of gold sodium 
thiosulfate, in the occasional sensitive patient this 
dose would be sufficient to cause severe toxic mani- 
festations such as pruritis, gastroenteritis, stomatitis, 
exfoliative dermatitis, or thrombocytopenic pur- 
pura, or any combination of these. Phenylbutazone 
has been known to cause a fatal depression of the 
marrow. Finally, a physician with any experience 
in this field should know that fatty and fried foods, 
raw fruits and vegetables, nuts, and pizza pie stim- 
ulate peristalsis. Therefore, the title of the article, 
“New Treatment for Ulcerative Colitis,” is mislead- 
ing and disappointing because it suggests new ther- 
apy, which is not, in reality, what was given. 

WILLIAM Z. FrapKIN, M.D. 


27 Prospect Park West 
Brooklyn 15, N. Y. 


To the Editor:—The article, “New Treatment for 
Ulcerative Colitis,” by Louis W. Granirer in Tre 
JournaL, Sept. 26, page 110, is of interest to us be- 
cause of our experience with phenylbutazone in 


treating patients with this disease. Our negative re- 
sults, obtained early in 1958, acquire pertinence in 
view of Dr. Granirer’s report. We treated six pa- 
tients with ulcerative colitis during acute exacerba- 
tions of moderate severity but without complica- 
tions. In two patients the onset was recent; they had 
received no previous treatment. Phenylbutazone 
was the sole drug given, moderate dietary limitation 
being the only other therapy (except in one patient 
who had been receiving small doses of prednisone 
and antispasmodics, without relief, and who con- 
tinued to take these drugs). The dosage of phenyl- 
butazone was 300 to 600 mg. daily for one week. 
The response was evaluated by the proctoscopic 
appearance before and after treatment as well as 
by symptoms. Only two of the six patients showed 
symptomatic improvement. One of these was the 
only patient in the series to show definite improve- 
ment proctoscopically. A toxic reaction, consisting 
of a skin rash, was encountered in one patient. The 
results obtained were, we believe, in accord with 
the naturally variable course of untreated ulcerative 
colitis and failed to indicate any effect from phenyl- 
butazone. 

We do not claim that these negative results 
necessarily disprove any possible usefulness of treat- 
ment with phenylbutazone in patients with ulcer- 
ative colitis, but experience with proved therapy 
such as steroids would suggest that if phenylbuta- 
zone had any comparable degree of efficacy it 
should have been manifest under the circumstances 
of our study. Although the dosage given to our 
patients was much higher than that of Dr. Granir- 
er's, in both his case report recently published in 
THE JourNaL and his previously published report 
(New York J. Med. 58:3467 [Nov. 1] 1958), he used 
the drug for longer periods and in conjunction with 
a gold salt. His earlier article does not include any 
individual description of the patients treated nor 
the details of the basis for evaluating their response. 

In interpreting the result in the case reported in 
THE JOURNAL, several cautions are necessary. Al- 
though an acute fulminating exacerbation of ulcer- 
ative colitis is a serious condition, Dr. Granirer 
properly points out in his opening paragraph that 
about 64% of such patients recover, at least tem- 
porarily, from the acute episode. In these the severe 
toxic manifestations may pass almost as quickly as 
they come on. The course is so variable that no 
general conclusion can be drawn from a single case. 
ACTH, in doses that need not be large, is particu- 
larly effective in promoting rapid remission, and 
correction of fluid and electrolyte depletion is also 
an important measure tending tu cause improve- 
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ment. Dr. Granirer’s patient received blood and 
fluids intravenously, corticosteroids in unstated 
doses, antibiotics, and significant amounts of ACTH 
—in addition to the “new treatment”—and clinical 
improvement clearly occurred in temporal relation 
to the former measures rather than to the latter. 
The eventual degree of recovery, with residual 
involvement of the left half of the colon shown on 
barium enema, is no greater than we have wit- 
nessed in patients who were given only supportive 
therapy, and who might represent the natural proc- 
ess of healing. In short, the report left us with much 
doubt that it was the “new therapy” that saved the 
colon and the life of the patient. 

As we face this disease, whose cause is imper- 
fectly understood, armed with drugs whose mecha- 
nism of action (if any) is largely unknown, we are 
justified in being empirical; but, in the case of drugs 
having as much potential toxicity as phenylbutazone 
and gold, caution must temper empiricism. Most 
important of all, such empirical attempts will be 
productive only if critically evaluated. 


Lee M. HeErsHenson, M.D. 
Morris A. HEersHENSON, M.D. 
3700 Fifth Ave. 

Pittsburgh 13. 


EMERGENCY CARE OF EXTRADURAL 
HEMATOMA 


To the Editor:-In THe Journat, Sept. 26, page 
405, in the article “Emergency Care of Extradural 
Hematoma,” Drs. Craig and Hunt describe a pro- 
cedure which they recommend for the general 
surgeon who may have to treat this surgical emer- 
gency in the absence of neurosurgical help. After 
the temporal fossa has been opened and the clot 
evacuated, bleeding may not be controllable except 
by packing the foramen spinosum. This maneuver 
may not be possible for the surgeon untrained in 
neurosurgery, but the general surgeon can readily 
find and ligate the external carotid artery in the 
neck, which serves the same purpose. 


R. RosEnBLutH, M.D. 
104 S. Michigan Ave. 
Chicago 3. 


SPONTANEOUS REGRESSION OF 
MALIGNANT TUMORS 


To the Editor:—In a letter in THE JouRNAL, Aug. 8, 
page 1842, Dr. Edward Bierman suggested that 
lysozyme may be a chief factor in the spontaneous 
regression of malignant tumors. This statement of 
extreme oversimplification should be challenged. 
The cause of spontaneous regression is still un- 
known. Careful study of each reported case of 
spontaneous regression (Pelner: J. Am. Geriatrics 
Soc. 4:1126 [Nov.] 1956) has failed to show any 
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possible connection between the enzyme, lysozyme, 
and spontaneous regression. Many substances are 
carcinostatic and even carcinolytic in lower animals, 
but the results do not carry over to human beings. 

Concerning lysozyme metabolism in man, Meyer 
and co-workers (Proc. Soc. Exper. Biol. and Med. 
65:220 [June] 1947, and Am. J. Med. 5:482 [Oct.] 
1948) assayed the lysozyme content of stool speci- 
mens from various groups of patients, and the re- 
sults showed a 27-fold increase in the mean titer 
of stools of patients with chronic ulcerative colitis 
over that of stools from normal persons and a 46- 
fold increase over that of normal persons after 
purging. The colonic mucosa of patients with acute 
ulcerative colitis showed an 8.5-fold increase in 
lysozyme content over that of colonic tissue in 
normal persons. The mean output of lysozyme in 
the stools of patients with chronic ulcerative colitis 
over a 24-hour period was 168 times that in normal 
stools. 

Let us examine the incidence of carcinoma of the 
colon in patients with chronic ulcerative colitis, the 
very persons supposedly protected by a high lyso- 
zyme content of their mucosa. The weight of expert 
opinion is that ulcerative colitis predisposes the 
patient to the development of carcinoma of the 
colon. Cattell (Gastroenterology 10:63 [Jan.] 1948) 
reported colonic tumors in 7% of all patients with 
ulcerative colitis who came to surgery; in those who 
had the disease for nine or more years, 33% devel- 
oped carcinoma. Kasich and co-workers (N. Clin. 
North America 33:142 [Sept.] 1949) reported an 
incidence of 4.9%. Ferguson and Stevens (Gastro- 
enterology 11:640 [March] 1948) emphasized the 
danger of delaying colectomy in patients with long- 
standing ulcerative colitis lest a rapidly mestasta- 
sizing colonic carcinoma develop. Colcock (New 
England J. Med. 242:320 [March 2] 1950) stated 
that in patients with ulcerative colitis of a duration 


‘of more than eight years, the incidence of carcin- 


oma was 30%. Mackie reported that 7% of his path- 
ological material from patients with ulcerative col- 
itis showed carcinoma, while Cave reported an 
incidence of 8%, and Brandes found 4.25% (Lyons 
and Garlock: Gastroenterology 18:170 [June] 1951). 
The lowest figure reported in the symposium is 
three or four times the incidence of carcinoma found 
in the general population. 

While it is true that carcinoma of the lens is ex- 
ceedingly rare, this may be due to special circum- 
stances rather than carcinostatic substances in the 
lens. The immunological properties of the lens 
protein have been extensively investigated 
(Bourne: Physiol. Rev. 17:1 [Jan.] 1937). Unlike 
other tissue proteins, they are organ-specific 
species-nonspecific. This means that their chemical 
structure is the same in all species and that they 
differ from the general tissue proteins so markedly 
that they are capable of acting as foreign proteins. 
When lens extracts are injected into an animal, 
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precipitins and complement-fixing antibodies ap- 
pear in the blood, and these react in the test tube 
with lens extracts from all vertebrate species. Per- 
haps, normally, the growth pattern of the lens is 
controlled by the antibody present, which would 
prevent an exaggerated rate of growth. The immu- 
nological properties of lens proteins must be con- 
sidered carefully before it is planned to inject them 


in human beings. Dr. Louis P 
1352 Carroll St. 
Brooklyn 13, N. Y. 


CARDIAC ARREST 


To the Editor:—The author of “Successful Treat- 
ment by a Chest Blow of Cardiac Arrest During 
Myocardial Infarction” in THe JourNnat, July 11, 
protein have been extensively investigated. 
page 1307, is to be complimented on his prompt 
recognition and treatment of cardiac arrest. How- 
ever, the history of sudden severe pain deep in the 
midsternal area, with radiation to both arms, normal 
respiratory rate and temperature, increasing pain 
despite opiates, and maintenance of blood pressure 
of 150/80 mm. Hg, suggests a dissecting aneurysm. 
This view is strengthened by the author’s report of 
the five normal and static serial electrocardiograms 
made over a seven-month period and four normal 
transaminase test results. In this case the dissection 
must have healed spontaneously, as it frequently 
does, but there is a tendency to recurrence because 
of the presence and progression of the underlying 
aortic disease. Under these circumstances, it would 
be inadvisable to institute a long-term program of 
anticoagulant therapy, which might aggravate a 


future dissection. ranma. E. Rescu, M.D. 
135 Eastern Pkwy. 
Brooklyn 38; N. Y. 


EPIDEMIOLOGY OF THE FUTURE 


To the Editor:—1 have read the editorial in the 
Sept. 12 issue of THE JouRNAL, page 188, on 
“Epidemiology of the Future,” as well as the article 
by Milton Golin to which it referred. I consider 
it imperative that every general practitioner and 
specialist read both. You are correct in pointing 
to the great advance in the recognition of mental 
illness as a disease entity. More significant, from 
the general physician’s point of view, is the factor 
of externally imposed emotional disturbance in 
the whole spectrum of somatic diseases. 

From the standpoint of my own specialty, which 
is the cardiovascular system, my experience over 
three decades convinces me that no less than 70% 
of cardiovascular disease is caused by environ- 
mental stress. We may not be able to change 


society, but we may, at least, observe gradual 
modifications for the better that take place in 
an evolutionary way from generation to generation. 
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What we can do is to recognize the terrific, 
deleterious impacts that stem from difficulties in 
family adjustments, for example—difficulties within, 
which conflict with forces from without, to prevent 
healthy family integration. The struggle to keep 
up with the Joneses—the conflict between love and 
lovers, as depicted in the movies and on television 
on the one hand, and the reality in the home, on 
the other—these, and other external motivations 
symbolized by the big, shiny car and the plethora 
of expensive paraphernalia—these things and their 
difficulty of attainment tend to produce stresses 
which damage the circulatory system. Examples 
in our offices daily make it evident that the trouble 
lies not solely in the individual person but in the 
conflicting values imposed on him or her by our 
status-seeking society. For too many, the artificially 
generated urge is too great to bear with equanimity. 
These are some of the causative factors of the type 
of disorder referred to in “Epidemiology of the 


Future. Josern B. Wo Fre, M.D. 


Valley Forge Heart Hospital 
and Medical Center 
Norristown, Pa. 


COLOR BLINDNESS AND HUNTING 


To the Editor:—It has occurred to me that a few 
lives can be spared during the hunting season, 
and perhaps on the highway, in consideration of 
the fact that 4% of men and 0.5% of women are 
color blind. In Minnesota there are from three to 
eight accidental hunting deaths every year. Minne- 
sota sold about 225,000 hunting licenses in 1958. 
This would mean about 10,000 color-blind persons 
in the woods hunting deer. Blue-yellow blindness 
is rare. Almost all color-blind persons have protan- 
opia—red blindness—and deut pia—green blind- 
ness. Since almost all states have rulings requiring 
deer hunters to wear red clothing, a few of the 
accidental deaths must be due entirely to color 
blindness. In a totally color-blind person all colors 
vary in their degree of brightness from white 
through grays to black. Persons with red-green 
blindness are often unaware of this fact and resent 
being informed of it. 

Visual examinations are made by the highway 
departments of all states, but color blindness, I 
believe, is not tested for. If it is 1 have never heard 
of a person being denied a license on the strength 
of it. In those states where there is no color-blind- 
ness examination, it would take only a few minutes 
to test for blindness for the major colors, with use 
of the American Optical Companies’ pseudoiso- 
chromatic plates for testing color perception. I 
believe these tests would save many lives in all 


Huperr WALDEMAR LEE, M.D. 
614% Laurel St. 
Brainerd, Minn. 
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FACTS ABOUT DRUGS AND DEVICES 
FOR WEIGHT REDUCING 


According to a news release dated September, 
1959, from the Food and Drug Administration, the 
following information about types of products cur- 
rently or recently marketed for weight reducing 
represents the consensus of informed medical opin- 
ion about the usefulness, limitations, and hazards of 
use, if any, of these products. 

Electric vibrator devices include hand units, pil- 
lows, chairs, tables, and even mattresses. All furnish 
vibration by means of an electric motor with a 
rotating mechanism off-center from the drive shaft. 
Some also contain a heating element. Some people 
enjoy the sensation provided by the vibration of 
some of the devices. This vibration may, in some 
cases, provide temporary relief for minor muscular 
aches and pains due to fatigue or overexertion. 
Vibration has no other therapeutic effect, although 
false claims have been made that these devices will 
prevent or cure many serious diseases. No device 
is effective for “spot reducing,” “melting away fat,” 
or “breaking up fatty deposits.” Vibration or other 
massaging devices should not be applied to in- 
flamed areas and would be dangerous if applied to 
legs or thighs in patients with thrombophlebitis. 

Girdles and garments have no value in weight 
reduction, although they may have the effect of 
redistributing the bulges to make them less notice- 
able. 

It does not make sense to overeat and then try 
to offset the effects by taking purgatives or laxatives 
to rush the food through the body before it can be 
absorbed. Frequent or continued use of laxatives 
produces chronic irritation of the gastrointestinal 
tract, and if laxatives are taken in sufficiently large 
amounts for a sufficient period to be effective in 
weight reduction, the balance in the absorption of 
nutritional factors will be upset. Bulk laxatives have 
been sold with claims that they fill the stomach and 
thus depress the appetite, but since such products 
do not produce bulk in the stomach (they work only 


in the intestine), they are not effective in cutting 


down the appetite or in reducing. 

Any drug which would stimulate metabolism to 
such an extent that it would cause weight loss is 
much too dangerous for use without medical super- 
vision. Conversely, any drug which is safe enough 
to be bought without a prescription will have no 
value for weight reducing based on its effect on the 
body metabolism. 


Several of the popular appetite-depressant drugs 
sold without a prescription contain phenylpro- 
panolamine as the active ingredient. This drug 
produces no useful appetite-depressing effect. In 
small doses the net effect in reducing weight is 
negligible. In doses large enough to produce a sig- 
nificant effect in reducing weight (available only on 
prescription in any event), the undesirable side- 
effects nullify its usefulness. The active ingredient 
of a chewing gum sold as an appetite depressant is 
benzocaine. This is supposed to anesthetize the 
taste buds or the hunger mechanism of the stomach, 
but this effect has not been verified. There are cer- 
tain drugs, safe only for use on a doctor's prescrip- 
tion, which will depress the appetite temporarily. 
These are of real value in a properly designed 
dietary program while a person is being reeducated 
in his eating habits, but their effects gradually wear 
off unless the dosage is progressively increased. 
When the drug therapy is discontinued, the appe- 
tite may suddenly return to normal or even greater 
than normal. Thus, any weight lost will be promptly 
regained unless the reeducation process has been 
successful in enabling the patient to control food 
intake by sheer will power. 

There are drugs which will cause a temporary 
loss of water and a corresponding weight reduction, 
but this is not a reduction in the amount of body 
fat, and the weight loss is therefore an illusion with- 
out real significance. Many of the products so mar- 
keted contain a recommendation for dosages which 
may actually cause weight gain rather than weight 
loss. 

There is no vitamin, mineral, protein, or other 
food supplement that will produce a reduction in 
body weight. Protein has roughly half the caloric 
value of fats, and to the extent that protein can be 
substituted for fat in the diet, the diet will be less 
fattening. People on an extremely restricted diet, 
limiting the variety of food eaten, may need vita- 
min or mineral supplements to maintain good nutri- 
tion, but even a moderately severe diet, such as 
would normally be prescribed for weight reduction, 
does not require a vitamin-mineral supplement if it 
is properly chosen. In any event, supplementary 
vitamins and minerals would not help directly in 
losing weight. Some of the promotional schemes for 
such supplements have suggested, at least indi- 
rectly, that the product will automatically reduce 
weight without any change in eating habits. Care- 
ful reading of the entire plan, however, reveals that 
a low-calorie diet must be followed to produce 
results. 
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MEDICAL LITERATURE ABSTRACTS — 


INTERNAL MEDICINE 


Spontaneous Pneumothorax in Apparently Healthy 
Flying Personnel. G. Dermksian and L. E. Lamb. 
Ann. Int. Med. 51:39-51 (July) 1959 [Lancaster, Pa.]. 


Twenty-five persons who had experienced 38 
episodes of spontaneous pneumothorax were stud- 
ied at the School of Aviation Medicine, having 
been referred after the involved lung had reex- 
panded. The study included a detailed history, a 
physical examination, blood count, hematocrit, 
erythrocyte sedimentation rate, fasting blood sugar, 
urinalysis, and electrocardiogram. In addition, pul- 
monary function tests and a variety of roentgeno- 
graphic techniques, including routine posteroan- 
terior and lateral chest x-rays, apical lordotic views, 
and apical laminagrams, were made. In 11 of the 
cases, additional anteroposterior films were taken 
in the altitude chamber at simulated altitudes of 


10,000, 20,000, 30,000, 40,000, and 43,000 ft. with 


pressure breathing. Three of the 25 persons had a 
total of 11 pneumothoraces in an aircraft or in the 
altitude chamber. In one of these persons the first 
2 episodes occurred in flight, and the subsequent 4 
episodes occurred in the altitude chamber during 
diagnostic studies. Spontaneous pneumothorax oc- 
curring in aerial flight was disabling because of the 
pain, the dyspnea resulting from the altered ven- 
tilatory function of the lung, and the already exist- 
ing problem of hypoxia at altitude. After reexpan- 
sion of the involved lung, pulmonary function tests 
of ventilation were within normal limits in all 25 
cases. The routine posteroanterior and lateral chest 
x-rays disclosed pathological entities (cysts, emphy- 
sematous bullae, or pleural blebs), which would 
account for the spontaneous pneumothorax in 7 of 
the cases. In an additional 7 cases apical lami- 
nagraphy revealed the pathological etiology. 
There are 4 pathological entities which must be 
considered as etiological factors of spontaneous 
pneumothorax: (1) pleural adhesions; (2) congenital 
cysts of the lung; (3) scar tissue vesicles; and 
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(4) emphysematous valve vesicles. It is suggested 
that these entities are usually bilateral in occur- 
rence. The impression that congenital cysts, scar 
tissue vesicles, and emphysematous valve vesicles 
are entrapped-air sacs was given further credence 
by x-ray studies in the altitude chamber. It is inter- 
esting that the initial symptoms were not severely 
incapacitating in the 22 patients in whom the 
pneumothorax occurred at ground level, but each 
of the episodes which occurred during aerial flight 
in the 3 remaining cases was of sufficient severity 
to incapacitate the individual. 

The therapy of small, benign, uncomplicated 
spontaneous pneumothorax is primarily bed rest. 
In this series of 25 cases, therapy was carried out 
by different physicians and reflects differences in 
their training. Five patients required no treatment 
of any kind; 13 required bed rest of less than 3 
weeks’ duration; 6 were treated with aspiration; 
and 1 required the insertion of a tube with water- 
seal drainage after failure of the lung to reexpand 
on bed rest alone. Five of the 25 patients so far 
have undergone a corrective surgical procedure. 
One had a local resection of the single cyst; the 
other 4 patients had segmental or wedge resections 
of the involved area and a parietal pleurectomy; 1 
of the 4 had this procedure performed on both 
sides; all 4 were returned to flying status after 
recovery. 

The primary concern in flying personnel who 
have a spontaneous pneumothorax is the possibility 
of complete collapse of the involved lung and/or 
the development of a tension pneumothorax. Either 
complication could severely compromise the ven- 
tilatory function of the remaining lung and could 
embarrass cardiovascular hemodynamics. Correc- 
tive surgery in the form of segmental or wedge re- 
section of the diseased area and parietal pleurec- 
tomy will minimize the possibility of a recurrence 
and of complications. 


Familial Patterns in Hypertension and Coronary 
Heart Disease. C. B. Thomas. Circulation 20:25-29 
(July) 1959 [New York]. 


The author embarked in 1946 on a long-term 
investigation of the genetic factors of hypertension 
and of coronary heart disease among the parents 
and grandparents of 724 Johns Hopkins medical 
students. Approximately 11% of the fathers and 14% 
of the mothers were reported to have hypertension, 
while 9% of the fathers and 2% of the mothers had 
coronary disease. Ten per cent of the students had 
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a parent with questionable hypertension or coronary 
disease. Therefore, less than two-thirds of the stu- 
dents have had both parents free from either dis- 
order. Comparing the findings among the parents 
and grandparents, the greatest proportion of af- 
fected persons with hypertension was found among 
the offspring of 2 affected parents, and the smallest 
proportion among the offspring of 2 unaffected 
parents with hypertension. A similar genetic cor- 
relation was observed for coronary disease. 

While the most marked correlation was observed 
when the prevalence of the same disorder was 
studied in 2 successive generations, similar but less 
striking correlations were found when hyperten- 
sion was investigated in one generation and coro- 
nary disease in the other. Certain sex differences in 
the familial appearance of hypertension and coro- 
nary disease were noted in this series. The female 
relatives of hypertensive women were found to 
have more than twice as much hypertension as 
their male relatives, while the male relatives of 
hypertensive men had almost twice as much hyper- 
tension as their female relatives. These findings 
support the hypothesis that hypertension and coro- 
nary heart disease are at least partly hereditary 
disorders. 


Lung Volume in Smokers and Nonsmokers. 
H. Blackburn, J. Brozek and H. L. Taylor. Ann. 
Int. Med. 51:68-77 (July) 1959 [Lancaster, Pa.]. 


Since tobacco smoking has long been suspected 
as an etiological factor in respiratory symptoms 
and in chronic bronchopulmonary disease, the au- 
thors made lung volume measurements on 221 busi- 
ness and professional men of Minneapolis and St. 
Paul. These men participated in a 10-year longi- 
tudinal study of cardiovascular aging. The age 
range at the time of lung volume measurement was 
47 to 57 years—mean age, approximately 52 years. 
The subjects were selected from 916 acceptances 
to 1,000 invitations, issued in cooperation with sev- 
eral Twin Cities’ business, industrial, and profes- 
sional organizations, and were randomly chosen to 
fill categories of different relative body weights. 
Questionnaires on smoking, comparable to those of 
the American Cancer Society, were analyzed, and 
classification of cigarette smoking habits was made 
according to the following criteria: “never”; “occa- 
sional” (not daily); “light” (1 to 10 cigarettes daily); 
“moderate” (10 to 20 cigarettes a day); “heavy” 
(over 20 cigarettes a day); and “stopped” (for at 
least a year). 

It was found that vital capacity was smaller in 
each category of smokers. The difference from non- 
smokers reached a statistically significant level for 
all smoking categories combined. Residual lung 
volume was larger in all categories of smokers, but 
not consistently at significant levels statistically. 
Total lung capacity was not significantly different 
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between groups. The ratio of residual volume to 
total lung capacity (RV/TLC x 100) was signifi- 
cantly greater in smokers. In a group which had 
successfully stopped all smoking, the lung compart- 
ment values were similar to those of a group who 
had never smoked, and the RV/TLC was signifi- 
cantly smaller than in the current smokers. Strin- 
gent screening of this sample for abnormal respira- 
tory manifestations left a residual 188 men in whom 
the same order of differences in lung volume pre- 
vailed between smokers and nonsmokers as in the 
total sample. The prevalence of an “elevated” 
(> 35%) residual volume/total lung capacity ratio 
was significantly greater in smokers. Differences in 
vital capacity, residual volume, and RV/TLC were 
in the direction to be expected if smoking is a factor 
in producing a functional increase of airway re- 
sistance. Comparable differences in lung volume 
have been found by others in a population ex- 


amined with reference to smoking habit. 


Portal Hypertension and Bleeding Esophageal 
Varices: Their Occurrence in the Absence of Both 
Intrahepatic and Extrahepatic Obstruction of the 
Portal Vein. W. A. Tisdale, G. Klatskin and 
W. W. L. Glenn. New England J. Med. 261:209-218 
(July 30) 1959 [Boston]. 


Within the past 8 years the authors encountered 
at the Grace-New Haven Community Hospital in 
New Haven, Conn., 5 patients with bleeding eso- 
phageal varices and portal hypertension in the ab- 
sence of demonstrable intrahepatic or extrahepatic 
venous obstruction. One of the 5 did not have a 
satisfactory splenoportogram, but the other 4 un- 
derwent complete clinical, radiologic, and surgical 
investigation and constitute the basis for this report. 
The first patient was a 23-year-old man, who had 
experienced several bouts of massive gastrointes- 
tinal hemorrhage, presumably from large esophago- 
gastric varices, in the 5 years before shunt surgery. 
A splenoportogram and careful inspection at lapa- 
rotomy demonstrated a patent, somewhat dilated 
portal system with elevation of the portal pressure. 
Two liver-biopsy specimens, obtained 2 years apart, 
demonstrated only small and inconstant zones of 
periportal congestion, with no apparent progression 
or alteration in the 2-year interval. Serial liver- 
function tests failed to indicate significant hepatic 
dysfunction. 

The second patient was a 58-year-old man. 
Here again portal hypertension was demonstrated 
in the absence of both intrahepatic and extrahepatic 
portal vein block. In the third patient, a 72-year-old 
man, neither clinical studies nor postmortem ex- 
amination indicated a cause of increased resistance 
to flow within the portal bed. The minimal peri- 
portal hepatic fibrosis did not seem extensive 
enough to distort intrahepatic portal radicles and 
may have been secondary to the increased portal 
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tension itself. The fourth patient was a 10-year-old 
girl, who presented with massive hematemesis and 
palpable splenomegaly. The past history of a febrile 
neonatal illness, associated with splenomegaly, sug- 
gested that septic inflammation of the portal vein, 
perhaps from omphalitis, had led to subsequent 
portal thrombosis, portal hypertension, congestive 
splenomegaly, and the development of varices. Al- 
though portal hypertension was confirmed by direct 
méasurement at operation, a splenoportogram and 
surgical exploration failed to demonstrate any ob- 
struction to the portal outflow, either outside or 
within the liver. 

Increased portal blood flow seems the most likely 
cause of the venous hypertension in these patients. 
Although gross arteriovenous anastomoses involving 
the splenic and portal veins were not found, func- 
tional or structural alterations of the vessels of the 
gastrointestinal tract, the spleen, and the liver may 
have permitted increased flow of blood into the 
portal vein, with a resultant rise in pressure. De- 
spite the compensatory dilatation of the main portal 
vessels and the opening of numerous venous col- 
laterals, portal pressures remained elevated, with 
the eventual production and rupture of esophageal 
varices. The combination of a normal, or near 
normal, liver-biopsy specimen and an unobstructed 
portal vein in a patient with bleeding esophageal 
varices secondary to portal hypertension should 
lead to investigation of the factors affecting portal 
blood flow. Of considerable help would be the di- 
rect measurement of blood flow through the portal 
vein tributaries at the time of laparotomy. Another 
approach might be the differential temporary oc- 
clusion of arteries supplying organs drained by the 
portal vein, thereby localizing any abnormal arterio- 
venous unions. Careful postmortem perfusion stud- 
ies of the liver, spleen, and gastrointestinal tract of 
such patients might reveal alterations in the struc- 
ture and function of these blood vessels. 


Serious Complications of Peptic Ulcer After Acute 
Myocardial Infarction. J. C. Shipp, V. W. Sidel, 
R. M. Donaldson Jr. and S. J. Gray. New England 
J. Med. 261:222-226 (July 30) 1959 [Boston]. 


Myocardial infarction may be associated with an 
increased gastric secretory response and activation 
or appearance of peptic ulcer. The histories of 6 
patients with serious complications of peptic ulcer 
during the acute phase of myocardial infarction 
are reported. Perforation occurred in 4, and bleed- 
ing in 2. These complications present special prob- 
lems in management. Emphasis should be on pre- 
vention. It is recommended that a patient with 
acute myocardial infarction, together with past or 
present symptoms suggestive of ulcer, receive an 
ulcer regimen prophylactically, and that anticoag- 
ulants be withheld or used with extreme caution. 
There is evidence of a relation between adreno- 
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cortical activity and ulcer formation. The authors 
investigated the urinary excretion of 17-ketosteroids, 
17-hydroxycorticoids, and uropepsin in 10 consecu- 
tive patients admitted to the Peter Bent Brigham 
Hospital in Boston with an acute myocardial in- 
farction. Each of the 10 patients showed the clinical, 
electrocardiographic, and laboratory changes docu- 
mentary of acute infarction. A control group in- 
cluded 10 patients with known coronary-artery 
disease but without recent myocardial infarction, 
who were hospitalized because of congestive heart 
failure or angina. No patient in either group had a 
history of peptic ulcer disease. In 4 of the 10 pa- 
tients with acute myocardial infarction, the uropep- 
sin excretion was elevated. In all 4 this returned to 
the normal range during convalescence. Of the 
control group of 10 patients, none had an elevated 
uropepsin. There was no demonstrable difference 
in the adrenal response in the 2 groups. It is sug- 
gested that, in certain cases, a myocardial infarc- 
tion may constitute an acute ulcerogenic stimulus. 


The High Incidence of Peptic Ulcer in Obstructive 
Emphysema with Cor Pulmonale. M. L. Gottlieb. 
Santo Tomas J. Med. 14:1-10 (Jan.-Feb.) 1959 (In 
English) [Manila, Philippines]. 


It is becoming more and more apparent that in 
the pathogenesis of disease the main organ involved 
may represent the end-process of a disturbed patho- 
logical-physiological entity. The finding of bleeding 
ulcers at the autopsy of a patient who had been 


_ admitted to the Whipple VA Hospital in Manila 


with a diagnosis of decompensated cor pulmonale 
was the initial factor in the investigation reported 
by the author. The patient, a 64-year-old man, had 
been hospitalized before at the same hospital with- 
out ever showing any gastrointestinal sign or symp- 
tom. After his death it was considered advisable to 
perform a gastroscopic examination on all patients 
suffering from cor pulmonale or pulmonary em- 
physema. In a group of 65 such patients, radiologic 
examination disclosed that 7 had gastric ulcer; 10, 
duodenal ulcer; and 5, both gastric and duodenal 
ulcers. The gastric ulcers were mainly in the pre- 
pyloric region of the lesser curvature. Twenty-five 
other patients had gastritis of varied degrees of 
severity. Gastroscopy was performed on 13 of these 
25 patients, and in 9 of them it showed hyper- 
trophic gastritis. Only a few of all the patients with 
gastrointestinal positive findings had shown any 
clinical signs or symptoms of this type of disorder. 

The clinical findings concerning this group of 
patients were compared with 65 records concern- 
ing cases of pulmonary emphysema or cor pul- 
monale, taken from the protocols of autopsies per- 
formed at the Whipple VA Hospital between 1948 
and 1955. The patients described in these records 
were all male, with an average age of 56 years. 
Gastroduodenal pathology was described in 27 of 
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these 65 records. Ten patients had had gastric ulcer, 
and 11 had had duodenal ulcer, while 6 had suf- 
fered from hypertrophic gastritis. Seven of the 
patients with gastroduodenal trouble had died of 
massive hemorrhage, and 2 of hemorrhage and per- 
foration. Only in 3 cases of gastroduodenal disorder 
associated with cor pulmonale or pulmonary em- 
physema had the gastroduodenal condition been 
diagnosed and treated for any appreciable length 
of time prior to death. Several mechanisms may 
account for the association of peptic ulcer with cor 
pulmonale and pulmonary insufficiency; increased 
production of histamine may be one of the most 
important factors. Irrespective of the causative faé- 
tor, it is important that patients suffering from cor 
pulmonale or pulmonary insufficiency be given a 
thorough gastroduodenal examination. It is also 
imperative that the administration of adrenocor- 
tical extracts and of reserpine to this group of pa- 
tients be controlled very carefully, given their 
greater eligibility for the production of ulcerative 
lesions in the stomach or duodenum. 


Accidental Swallowing of a Partial Denture and Its 
Spontaneous Passage Through the Gastrointestinal 
Tract. W. Furste and P. Watkins. Am. Surgeon 
25:486-488 (July) 1959 [Baltimore]. 


A 26-year-old woman sneezed and swallowed a 
partial denture, which consisted of 2 teeth, a me- 
tallic support, and a sharp clasp at each end. Op- 
erative intervention was considered, primarily be- 
cause of the projecting sharp points of the denture 
and not because of the size of the object. Fear was 
entertained that these sharp points might pene- 
trate the gastrointestinal tract at the pyloric or 
ileocecal valves or at the duodenal or duodeno- 
jejunal curvatures. With conservative management, 
however, the partial denture moved slowly through 
the gastrointestinal tract, and, 6 days after being 
swallowed, it was found enclosed in a mass of feces. 


Studies on the Oral and Parenteral Administration 
of D (+) Xylose. C. E. Butterworth Jr., E. Perez- 
Santiago, J. M. de Jesus and R. Santini. New Eng- 
land J. Med. 261:157-164 (July 23) 1959 [Boston]. 


The absorption of xylose by the mammalian in- 
testine was studied by Cori in 1925, and has re- 
cently received attention in connection with studies 
of malabsorption syndromes. The low levels of 
xylose absorption reported by Cori were later at- 
tributed to the fact that he used L-xylose, which 
is absorbed much more slowly than its isomer, 
p-xylose. Other investigators substituted p-xylose 
in testing renal function and found that the uri- 
nary excretion of this pentose is proportional to 
the plasma concentration and is independent of the 
volume of urine flow. The authors present the 
results of oral and intravenous xylose tolerance 
tests and describe certain tests of xylose absorption 
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and metabolism in laboratory animals. Commercia! 
p-(+-)-xylose (Pfanstiehl or Fisher), reagent grade, 
was used in all studies. A 25-Gm. dose was dis- 
solved in 250 ml. of tap water and administered 
orally to fasting subjects. The glass was filled with 
another 250 ml. of water and administered to 
assure ingestion of the entire dose and to provide 
water for adequate urine flow. All urine excreted 
during the next 5 hours was collected. Xylose for 
intravenous administration was prepared as a 20% 
concentration (weight volume) in isotonic sodium 
chloride solution. Solutions were sterilized by 
autoclaving. 

In a series of 114 normal subjects, the 5-hour 
urinary excretion of xylose after a 25-Gm. oral 
dose was found to be 5.7 Gm. (mean) + 1.4 Gm. 
(S. D.). A result of less than 3 Gm. was presumptive 
evidence of malabsorption, low xylose results cor- 
relating well with other absorption tests. The test 
was simple, reproducible, and accurate and caused 
a minimum of inconvenience to the patient. In the 
presence of normal renal function, blood samples 
were not required, and venepunctures were avoid- 
ed. Patients with sprue in relapse consistently 
showed diminished urinary xylose excretion. In 49 
such subjects the mean excretion was 1.4 Gm. in 
5 hours. Treated patients showed excretion values 
ranging from low to normal, with a mean value 
of 3.5 Gm. Low values were sometimes encoun- 
tered in certain other megaloblastic anemias and 
in other malabsorption syndromes. Administration 
of xylose by the intravenous route to normal per- 
sons and patients with sprue resulted in excretion 
of approximately 11 Gm. in 24 hours in all subjects. 
This supports the contention that malabsorption 
accounts for the low excretory rate observed in 
patients with sprue after the oral administration 
of xylose. 

Studies with normal laboratory animals indi- 
cated ready absorption of xylose by the intestine. 
Significantly more xylose was excreted with par- 
enteral administration than with oral administra- 
tion. It was not possible, though, to demonstrate 
chemically an increase in rat liver glycogen after 
xylose administration. The simplicity and accuracy 
of the xylose test commend it for more widespread 


use in the diagnosis of malabsorption syndromes. 


Diverticulum of the Gallbladder: A Report of Three 
Cases and a Review of the Literature. J. P. Arco- 
mano and J. C. Barnett. Am. J. Digest. Dis. 4:556- 
562 (July) 1959 [New York]. 


Congenital gallbladder diverticula are referred to 
as true diverticula of the gallbladder and must be 
differentiated from acquired diverticula. The dif- 
ferentiation can be made on the basis of the histo- 
logical features of each when pathological speci- 
ments are available. True congenital diverticula 
retain all the histological features of the gallblad- 
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der; roentgenographically, they will become ap- 
parent and will contract normally after a motor 
fatty meal in the absence of any secondary condi- 
tion. Acquired diverticula, except the traction type, 
do not usually retain the histological features of 
the gallbladder. It is apparent from the literature 
that there are usually associated factors that pre- 
dispose to the formation of acquired diverticula. 
These can be in the nature of a traction diverticu- 
lum or in the form of a partially healed gallbladder 
fistula which may simulate a diverticulum in its 
projection from the gallbladder. Intramural diver- 
ticulosis may develop, having its origin secondary 
to chronic obstructive condition of the gallbladder, 
with resultant increased intracystic pressure. Final- 
ly, finger-like sinuses may project through defects 
in the muscularis mucosae to produce multiple 
pseudodiverticula or a single diverticulum. It is 
evident, from the etiological factors, that acquired 
diverticula cannot contract normally after a motor 
fatty meal because of inhibition by mechanical 
traction factors or because there is no normal mus- 
cularis mucosae present within the pseudodiver- 
ticula to respond to a normal stimulus. The authors 
report on 3 women with a diverticulum located in 
the fundus of the gallbladder. Physical examination 
of these 3 patients was noncontributory, but a later 
gastrointestinal survey revealed the presence of a 
diverticulum. | 


Gaucher’s Disease: Report of Two Cases in Father 
and Son and Review of the Literature. D. Yi-Yung 
Hsia, J. Naylor and J. A. Bigler. New England J. 
Med. 261:164-169 (July 23) 1959 [Boston]. 


Gaucher’s disease (also known as lipid histocy- 
tosis of kerasin type) is a rare hereditary metabolic 
disorder, some 300 cases having been reported 
since the condition was first described by Gaucher 
in 1882. The authors briefly describe an “adult” 
form and an “infantile” form of the disease. The 
typical Gaucher cell is a large cell, 20 to 80 » wide, 
whose cytoplasm is light blue in Giemsa-stained 
preparations. There are fine fibrils in the cytoplasm, 
giving a wrinkled rather than a foamy appearance. 
The cells are polymorphous and may have pro- 
jections or be stretched. The nucleus is small, 
pyknotic, and usually eccentric, and may be multi- 
ple. There is controversy over whether they are 
reticulum cells or are of endothelial origin. Gaucher 
cells are best demonstrated in the spleen, liver, and 
bone marrow. At least 3 substances have been 
isolated in normal quantities within the tissues 
containing Gaucher cells: a galactosider< b 
side (kerasin), which is composed of leanceele 
acid, sphingosine, and galactose; a glucosidero- 
cerebroside, in which the hexose is present in the 
form of glucose instead of galactose; and a water- 
soluble glycolipid, which is made up of long-chain, 
saturated fatty acids, sphingosine, or a sphingosine- 
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like base and one or more hexose residues. The 
last type of compound has been named a “poly- 
cerebroside.” The explanations suggested for the 
disease are briefly discussed, and its familial oc- 
currence is mentioned 

The cases presented concerned a 1-year-old boy 
and his 42-year-old father. In both patients the — 
diagnosis was verified by the detection of typical 
Gaucher cells in the bone marrow. The authors 
undertook a survey covering most of the cases of 
Gaucher’s disease reported in the literature. A total 
of 110 families were found. A superficial analysis 
suggests that the clinical entity known as Gaucher’s 
disease may represent at least 3 genetically distinct 
groups: in a few families, the condition is trans- 
mitted by an autosomal dominant gene; in the 
majority, it is caused by an autosomal recessive 
gene; and, in a third group, there is always neuro- 
logical involvement in addition to the usual changes 
in the bone, liver, and spleen, and the condition 
also appears to be transmitted by an autosomal 
recessive gene. At the present time, it is not known 
whether these genes represent a system of separate 
alleles having one locus, or are located at sepa- 
rate loci. 


Hepatic Coma Associated with Acute Viral Hepa- 
titis: Recovery with ACTH: Report of One Case. 
H. P. MacCubbin. Virginia M. Month. 86:414-416 
(July) 1959 [Richmond]. 


The case of a 16-year-old youth in coma subse- 
quent to hepatitis, who recovered after corticotro- 
pin (ACTH) was added to the therapeutic regimen, 
is presented. Six weeks prior to hospitalization the 
patient suffered from headache, vomiting, and 
deepening icterus. Examination on admission re- 
vealed a normally developed but deeply jaundiced, 
moderately cachectic, and quite dehydrated boy, 
who was lethargic and vaguely responded to ques- 
tioning. Rectal temperature was 100 F; pulse, 60 
per minute; and respiration, 16 per minute. The 
abdomen was slightly distended. The liver could 
be easily palpated 4 cm. below the costal margin 
and was smooth and tender. The spleen was not 
palpable. Treatment began with bed rest and 
dietotherapy with vitamin supplement including 
brewers’ yeast and vitamin B complex. Pain in 
the region of the liver and vomitus (containing 
blood) precluded oral therapy. The parenteral ad- 
ministration of dextrose and electrolytes with 
vitamin supplement was started on the third day 
of hospitalization. Small amounts of meperidine 
(25 mg.) were given by injection for pain and 
restlessness; Kappadione was also administered 
intravenously. The abdominal fluid, however, in- 
creased in amount, and presacral edema of mild 
degree was noted. After salt had been removed 
from the diet, Thiomerin (1 cc.) was administered 
subcutaneously. 
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On the 5th day of hospitalization the patient 
became comatose, and his condition appeared 
hopeless. It was then that the administration of 
ACTH (plain) was begun, 25 units being given 
intramuscularly every 6 hours, with very good 
results. In 4 days the youth was able to receive 
an adequate amount of fluids and other nutriments 
orally, and after 2 more days he was fully alert 
and cheerful and had an excellent appetite. The 
dose of ACTH was gradually decreased, and then 
discontinued after 5 days. On the patient’s dis- 
charge a month later, the liver edge could be felt 
2 cm. below the rib margin, firm and nontender. 


The white blood cell count had also increased, — 


and at the last follow-up the liver edge was barely 
palpable on deep inspiration. 

The mechanism of action of ACTH and corti- 
costeroids in case of coma due to acute viral hepa- 
titis is still unknown. A theory suggesting pituitary 
suppression in advanced liver disease on the basis 
of known decrease in 17-hydroxycorticoid output 
has been advanced. The author believes that ACTH 
and adrenocorticoids should be added to the usual 
therapeutic regimen when the latter stage of 
sensorial disturbance is reached. 


Staphylococcal Septicemia: A Review of 30 Cases. 
W. J. Holloway and E. G. Scott. Delaware M. J. 
31:198-203 (July) 1959 [Farmhurst]. 


The authors present a clinical review of 32 
episodes of staphylococcic septicemia in 30 pa- 
tients observed during the past 3 years at the Dela- 
ware Hospital in Wilmington. Of the 32 episodes 
of staphylococcic septicemia, 20 were hospital- 
acquired infections and 12 were non-hospital- 
acquired. Eleven of the patients who acquired the 
infection from the hospital environment died, 
whereas only 2 of those with infections acquired 
prior to hospital admittance died. Seven of these 
13 deaths occurred in 10 patients who contracted 
the infection during the last year of this study, 
thus revealing an alarming increase in mortality. 
All the patients had at least a single isolation of 
a coagulase-positive Staphylococcus aureus from 
the blood stream. The most frequently recovered 
hospital strains were resistant to penicillin, to 
tetracycline, and, in 8 instances, to erythromycin. 
The organisms isolated from the 12 patients who 
were already infected on admission showed a lower 
order of resistance. Leukocytosis was a consistent 
finding in the patients in this study. Of 53 courses 
of therapy, good results were obtained 18 times; 
poor results, 29 times; and indeterminate results, 
6 times. The correlation between the in vitro sensi- 
tivity of the organisms and their in vivo sensitivity 
and the in vivo response to the antibiotic was 
excellent. In 5 cases of septicemia in which anti- 
biotics had failed, cures were effected by surgical 
drainage of amenable foci of infection. 
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It is suggested that therapy be instituted imme- 
diately when septicemia due to staphylococci is 
suspected in a hospitalized patient. Intravenously 
administered vancomycin should be given in doses 
of 1 or 2 Gm. per day. If the intravenous route is 
not feasible, neomycin or kanamycin may be given 
intramuscularly. Both of the latter drugs are toxic 
to the 8th nerve and should not be used in the 
presence of impaired renal function, unless the 
renal damage itself is a result of the staphylococcic 
infection. Chloramphenicol and novobiocin should 
not be used individually in the treatment of staph- 
ylococcic septicemia. When used together, or singly 
in combination with erythromycin, good therapeutic 
results may be expected. However, the authors’ 
experience with these essentially bacteriostatic 
agents in the treatment of severe staphylococcic 
infection has been disappointing. It is emphasized 
that, if an organism is susceptible to penicillin, 
this drug is certainly the antibiotic of choice. 
Among important measures which should bring 
about a reduction in mortality from staphylococcic 
septicemia are: (1) isolation of the infected patient; 
(2) protection of the highly susceptible patients; 
(3) scrupulous aseptic and antiseptic practices; (4) 
cessation of indiscriminate and prophylactic anti- 
biotic therapy; and (5) awareness of the problem 
by the medical profession. 


Immediate Results of Treatment of Advanced Ma- 
lignant Tumors with Combined Chemotherapy 
and Hormones in High Doses. J. Ramos Jr., E. 
Parisi, A. C. C. Junqueira and others. Rev. paulista 
med. 54:335-340 (May) 1959 (In Portuguese) [Sao 
Paulo, Brazil]. 


Forty-five patients with advanced cancer of dif- 
ferent types and localization received a combined 
chemical and hormonal treatment on the chemo- 
therapy service of the Associacaéo Paulista de 
Combate ao Cancer in Sao Paulo, Brazil. The treat- 
ment started with the administration of corticotro- 
pin (ACTH) and prednisone, given intramuscularly 
in daily doses of 240 to 300 mg. It included oral 
therapy with Meticorten, 100 mg. a day, and with 
Omcilon, 40 mg. a day. These doses, administered 
in association with nitrogen mustard (Dichloren), 
were reduced gradually. Dichloren was adminis- 
tered in the daily dosage of 0.1 mg. per kilogram of 
body weight for periods of 5 consecutive days. 
Two patients received this dosage for periods of 
10 consecutive days. In 4 cases the administration 
of triethylene melamine (TEM) was also included. 
Antibiotics and blood transfusions were part of 
the general therapeutic plan according to individ- 
ual needs. 

The results of the combined treatment were 
termed very good in 14 cases. These patients ex- 
perienced relief of their symptoms, decrease of 
the tumor size, and, in some cases, a return to 
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normal life. Their survival was longer than 3 
months. The tumors which responded best to the 
therapy were ovarian and lung. There were fair 
results in 13 cases. These patients experienced at 
least a subjective improvement for about one 
month. In 9 patients the condition remained un- 
changed, and in the other 9 it continued a downhill 
course. In addition to these results, there was less 
depression of the bone marrow than is usually 
the case with the administration of alkylating 
drugs. The side-effects were rather mild and easily 
controlled. 


SURGERY 


Surgery of Cerebral Hemorrhage: Report of the Re- 
sults of 52 Surgically Treated Cases. G. Lazorthes. 
J. Neurosurg. 16:355-364 (July) 1959 (Springfield, 
Ill.]. 


The author reports the results of surgical treat- 
ment in 52 cases of intracranial spontaneous hema- 
toma, omitting cases in which the intracerebral 
bleeding was the result of trauma or tumor, or was 
secondary to vascular malformations. The distinc- 
tion between cerebral hemorrhage and cerebral 
hematoma is not clear-cut. It has been stated that 
cerebral hemorrhage occurs in elderly hypertensive- 
arteriosclerotic patients, whereas cerebral hema- 
toma is met with in a relatively younger age group, 
presenting no significant signs of arteriosclerosis. 
In fact, neither the etiology nor the pathogenesis 
can be considered as sound criteria for differentia- 
tion. It has also been said that cerebral hemorrhage 
is deep-seated and infiltrates the brain, whereas 
cerebral hematoma is located in a cerebral lobe, 
but the starting point of the bleeding is no proof 
in favor of the type of the lesion. 

In the author's opinion, hemorrhage takes its 
source more often from the central or capsulostriate 
blood vessels; what is of most significance is the 
extravasation of blood toward the cortical centers 
or within the white matter of the brain at the 
junction of central and peripheral arterial terri- 
tories. The classical type of capsular hemorrhage 
often tears the internal capsule, compresses the 
diencephalic centers, and may invade the ventricles 
of the brain. From the internal or external capsule 
the hemorrhage may extend into the white matter 
of the cortex: in the frontal or in the temporal lobes; 
_ more frequently in the parieto-occipital region. It 
collects itself into a hematoma. The parieto-occipital 
location of the hematoma in the region proximal to 
the ventricle is by far the most frequent; it ac- 
counted for nearly 75% of the cases observed by 
the author. 

The decision to intervene surgically rests on 
increase in severity of symptoms and on the exact 
location of the hematoma. Angiography is the con- 
clusive examination, because the diagnosis, the 
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localization of the hematoma, and the explanation 
of the etiology depend on its findings. Moreover, 
it dictates the surgical procedure. In the subacute 
and pseudotumoral forms in young or middle-aged 
patients, with no signs of arteriosclerosis and no 
hypertension, the surgical approach is mandatory. 
In acute or superacute forms in older arterioscle- 
rotic patients with cardiovascular symptoms or 
impaired renal function, or in cases of massive 
capsular hemorrhage the decision has to be care- 
fully weighed. Results obtained justify operation 
in a high percentage of cases. 

Hypertension existed in 29 of the patients with 
cerebral hematoma reported. In this group there 
were 10 complete recoveries; 11 patients recovered 
but had sequels, such as paralysis, paresis, or hemi- 
opia; death occurred in 8. In 20 patients of a 
younger age group than those with hypertension, 
who had no signs of vascular lesions, there were 7 
complete recoveries with no neurological deficit 
and 13 recoveries with neurological residuals. 
There were 2 cases of hematoma secondary to 
subacute bacterial endocarditis; one patient had 
a complete recovery, and the other died on the 5th 
postoperative day of heart failure. There was one 
case of hematoma probably secondary to blood 
dyscrasia in an alcoholic patient, who recovered 
with a persistent residual hemiplegia. 


Time Studies of Acute, Reversible, Coronary Occlu- 
sions in Dogs. S. Yabuki, G. Blanco, J. E. Imbriglia 
and others. J. Thoracic Surg. 38:40-45 (July) 1959 
[St. Louis]. 


The surgical management of coronary occlusion 
has been directed toward relief of chronic myocar- 
dial ischemia by means of revascularization pro- 
cedures. In the past, the indirect approach to 
revascularization has predominated with grafting 
of various tissues onto the myocardium (omentum, 
lung, pectoral muscle), implantation of systemic 
arteries into the heart musculature, abrasion of the 
epicardium, and arterialization, or merely constric- 
tion of the coronary sinus. Lately, the direct attack 
on the constricting lesion, by endarterectomy or by 
excision and replacement of the diseased segment, 
has made its appearance. Once the feasibility of the 
direct approach is accepted, the applicability of 
similar direct measures on the acutely obstructing 
process, that is, the emergency surgical treatment 
of the acute coronary occlusion, can be considered. 
An essential factor in establishing the effectiveness 
of such a policy would be to ascertain the available 
time during which emergency relief of an acute 
complete occlusion would result in preventing death 
of the myocardium. Should this time be commen- 
surate with the interval needed for diagnosis, for 
transportation of the patient to a surgical facility, 
and for performance of an emergency operation, 
such a policy would have a rational basis. 
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In order to determine the critical period during 
which emergency relief of the complete occlusive 
process would be curative, the authors made experi- 
ments on animals. Dogs, weighing between 12 and 
20 kg. (27 and 44 Ib.), were anesthetized with in- 
travenously administered Pentothal, intubated, and 
connected to a mechanical respirator; oxygen was 
administered throughout the procedure. The left 
common carotid artery was cannulated, and con- 
tinuous blood pressure was recorded thereby. A 
thoracotomy was performed, and after incising the 
pericardium and securing it to the chest incision, 
the anterior descending branch of the left coronary 
artery was dissected free, care being taken to avoid 
trauma to its branches or to the accompanying 
veins. A braided silk ligature was then passed 
around the artery, and both ends were threaded 
through soft plastic tubing in order to provide a 
tourniquet. In some of the dogs the same procedure 
was employed at other sites along the course of the 
anterior descending artery or its 2 main branches. 

The tourniquet was then tightened, occluding the 
artery completely, as evidenced by distal collapse 
of the vessel and appearance of a cyanotic area 
corresponding to its distribution. Drying of the 
myocardial surface was prevented by moistening it 
with warm saline solution. A record was kept of 
the myocardial action and color, blood pressure, 
and condition of the corneal reflex. After a definite 
period, the occlusion was terminated, the silk liga- 
ture was removed, and the pericardial and chest 
incisions were closed. Electrocardiographic record- 
ings of the 3 standard leads were obtained before 
opening the chest, during and after occlusion, and 
after chest closure. They were repeated at the time 
of killing, which varied between 48 hours and 14 
days after the operation. At the killing, the heart 
was excised. Twenty hearts were examined micro- 
scopically, the investigators noting the condition of 
the myocardium supplied by the temporarily oc- 
cluded artery, and examining the vessel itself for 
evidence of permanent damage or of postoperative 
thrombotic phenomena. The evidence obtained 
indicates that a complete occlusion lasting for more 
than 45 minutes will produce the irreversible 
changes characteristic of myocardial infarction. 


A Critical Evaluation of Direct Surgical Procedures 
in the Treatment of Occlusive Peripheral Vascular 
Disease. O. Creech Jr., R. J. Schramel and K. 
Reemtsma. Am. Surgeon 25:492-497 (July) 1959 
[Baltimore]. 


The authors summarize the results of operations 
on 65 patients with occlusive peripheral vascular 
disease, 24 of whom had aortoiliac disease and 41 
had occlusion involving the femoral and popliteal 
arteries. Two types of procedures were employed, 
namely, bypass grafting and thromboendarterec- 
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Crimped nylon grafts were used almost exclusively 
for bypass operations. Of the 24 patients with 
aortoiliac occlusion, 14 were treated by grafting. 
Of these 14 grafting operations, 12 were imme- 
diately successful in that there was restoration of 
blood flow with palpable pulses in the lower ex- 
tremities. Of the 12 functioning grafts, 1 subse- 
quently became infected and was removed, and in 
2 patients the graft became occluded about 6 
months after implantation. The remaining 9 pa- 
tients have had significant improvement in their. 
symptoms, and restoration of blood flow to the 
lower extremities has been maintained for periods 
varying from 6 months to 2 years. There were 2 
deaths in this group. Thromboint was 
performed on 10 patients with aortoiliac occlusion. 
All these operations restored blood flow, and there 
have been no late failures in this group. 

Of the 41 patients with femoral-popliteal occlu- 
sions, 26 were treated with grafts. Twenty of the | 
procedures were immediately successful in that 
blood flow was restored, as indicated by palpable 
pedal pulses, relief of symptoms, and healing of 
necrotic areas. However, in 15 cases the grafts are 
known to have become occluded at periods ranging 
from 6 months to 2 years; 2 patients could not be 
followed, and in 3 the grafts are still functioning 
after periods of from 9 to 18 months. Of the 15 
patients with femoral-popliteal occlusions treated 

thrombointi y, the operations were im- 
in 11 and unsuccessful in 4. In 
2 of the 4 failures the bypass operation had also 
been unsuccessful. Among the 11 patients in whom 
thrombointimectomy was initially successful, no 
subsequent occlusion has occurred during periods 
of observation ranging from 2 to 18 months. Because 
of the frequency of late closure of bypass grafts, 
it is believed that thrombointimectomy is the pref- 
erable method of treatment in occlusive peripheral 
vascular disease. 


Perforated Duodenal Ulcer During Steroid Thera- 
py: Report of Four Cases, Including Two Giant 
Perforations. B. F. Benton and E. Bramlitt. Am. 
Surgeon 25:482-485 (July) 1959 [Baltimore]. 


The first of the 4 patients reported was a 39-year- 
old woman who had been treated for rheumatoid 
arthritis for 20 years and during the past few months 
had received 10 mg. of prednisone daily. Several 
months before admission she began to have tarry 
stools. Gastrointestinal examinations revealed a 
duodenal ulcer, and ulcer therapy was instituted. 
The onset of severe epigastric pain with rigidity of 
the abdomen and vomiting induced the authors to 
make a roentgenogram of the abdomen in the lateral 
decubitus position. When this revealed free air in 
the peritoneal cavity, a tentative diagnosis of perfo- 
rated duodenal ulcer was made, and laparotomy was 
performed. A giant duodenal ulcer had perforated 
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into the peritoneal cavity. This perforation was 3.5 
cm. in diameter, and it involved the lateral and 
A two-thirds subtotal gastrectomy was performed 
with an anterior Hofmeister anastomosis. The pa- 
tient had an uneventful postoperative course. She 
was on maintenance therapy with steroids during 
the postoperative course and after discharge from 
the hospital. Follow-up in the outpatient depart- 
ment revealed that she was getting along well and 
was free of ulcer symptoms. | 

The second patient, an 11-year-old girl, was given 
at first 15 mg., and later 10 mg., of prednisolone 
after a diagnosis of dermatomyositis had been made. 
After several weeks of treatment she complained of 
abdominal pain, and a diagnosis of perforated pep- 
tic ulcer was made. At laparotomy she was found 
to have a 3-mm. perforation in the anterior wall of 
the duodenum. This was closed. The patient had an 
uneventful postoperative course. She was gradually 

weaned from her steroid therapy during the next 
month, and was discharged from the hospital in 
good condition. 

The remaining 2 patients died. One was a 41- 
year-old woman, who had bilateral pleural effusions 
due to metastatic carcinoma of the breast. The 
patient had been on prednisone therapy, 10 mg. 
daily, for 2 months, as well as on testosterone. Radi- 
cal mastectomy had been performed 2 years, and 
oophorectomy 17 months, previously. Autopsy re- 
vealed a 1-cm.-wide ulcer in the first portion of the 
duodenum, with the gallbladder adherent to the 
perforation. No evidence of generalized peritonitis 
was present. The other patient who died was a 
6-year-old boy, who was being treated with 
prednisolone for the nephrotic syndrome. A diag- 
nosis of perforated peptic ulcer was made, but be- 
cause of his critical condition it was decided that 
nonoperative treatment should be carried out. He 
died, and autopsy revealed, among others, an 
atypical picture of acute glomerulonephritis, marked 
ascites, and a 3-by-4-cm. subhepatic abscess on the 
right. A large (2 bv 3 cm.) perforated duodenal 
ulcer was found on the posterior aspect of the 
duodenum. 

Patients who are to be treated with any type of 
corticosteroid therapy should have an upper gas- 
trointestinal series done in order to rule out a duo- 
denal ulcer. If there is a history of peptic ulcer or 
if the gastrointestinal series demonstrates ulcera- 
tion, it is usually advisable to withhold these drugs. 
Once perforation has occurred, it may be necessary, 
during and immediately after surgery, to give 
larger doses than the patient had been taking before 
surgery. Surgical intervention is urged in _perfo- 
rated ulcers in these patients when possible, since a 
giant perforation may be present and will not “seal” 
itself readily. Primary gastric resection should be 
considered in patients on long-term steroid therapy 
undergoing surgery for perforated duodenal ulcers. 
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Intestinal Diverticula. J. K. McCollum. Brit. M. J. 
2:34-38 (July 11) 1959 [London]. 


The author reports on 7 women and 3 men with 
uncomplicated diverticula of the duodenum, whose 
average age was 52 years. Two of these patients 
had hematemesis and melena. The cases of 2 addi- 
tional patients, one a 65-year-old woman with fatal 
hemorrhage from a jejunal diverticulum, and the 
other a 66-year-old woman who recovered after 
resection of a segment of the upper jejunum for 
acute diverticulitis and had to be readmitted to 
hospital for hematemesis, are described. Ninety 
patients with diverticula of the colon and one pa- 
tient with acute diverticulitis of the cecum were 
studied. The commonest presenting complaint of 
the patients with diverticulosis was that of recur- 
rent episodes of abdominal pain, accompanied in 
those with duodenal and jejunoileal diverticulosis 
by flatulent dyspepsia, and in patients with divertic- . 
ula of the colon by alteration in bowel habit. 

The high incidence of diverticula found simul- 
taneously in several segments of the intestine de- 
notes that it is a disease of the whole intestine, 
although the occurrence of a complication may 
direct attention mainly to one segment. Surgical 
intervention, other than that necessary for relief 
of an existing complication, would be advisable 
only in patients in whom it could be shown that a 
serious complication was likely to occur. Such inter- 
vention would not prevent progress of the disease 
or development of later complication at a different 
level in the intestine. It is doubtful if uncomplicated 
duodenal diverticula even require active surgical 
treatment. Operation may be necessary in patients 
with uncomplicated jejunal diverticula, particularly 
if the dyspepsia is accompanied by obstructive 
features. The demonstration of duodenal or jejunal 
diverticula may be regarded as an adequate ex- 
planation for chronic or recurrent dyspepsia, pro- 
vided that precautions have been taken to exclude 
other active lesions. 

Of the 90 patients with diverticula of the colon, 
61 had recurrent attacks of abdominal pain, pain- 
less diarrhea, or signs of pericolitis without frank 
pus formation; follow-up examinations after 4 
vears showed, however, that, with one exception, 
there had been no deterioration in any of them. 
The fact that perforation of a diverticulum, i. e., a 
serious complication, occurred in one patient em- 
phasizes the risks these patients are subject to but 
does not provide a mandate for prophylactic re- 
section of the colon. The 2 most important compli- 
cations of diverticulosis of the colon observed have 
been diffuse peritonitis, secondary to acute perfora- 
tion of a diverticulum, and acute suppurative 
pericolitis. Careful clinical assessment, sigmoid- 
oscopy, and roentgenograms are necessary after 
recovery from the acute illness and before a final 
decision is made. Proximal colostomy should be 
performed on most of the patients with perforation 
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of the colon; experience has shown that this may be 
closed after recovery from the acute illness. The 
later prognosis for patients who recover from a 
perforated diverticulum is good 

The causes of death in 4 paitients with acute 
suppurative pericolitis were toxemia and exhaus- 
tion in 1 patient, diffuse peritonitis in 2 patients, and 
suppurative pylephlebitis in 1 patient. Autopsy in 
all of them showed widespread suppuration and 
necrosis in the pericolic and retroperitoneal tissues. 
Surgical exploration should be undertaken early in 
patients with this condition, before the likely onset 
of such complications as pylephlebitis; if the find- 
ings are such that simple drainage will not be 
effective, the diseased colon and the surrounding 
infected tissues should be removed. No attempt 
should be made, however, to reestablish intestinal 
continuity by simultaneous anastomosis. 


Carcinoma of the Colon in Young People. F. W. 
Chappell. Am. Surgeon 25:449-457 (July) 1959 
[Baltimore]. 


Chappell aims to bring up to date the information 
about carcinoma of the colon in young persons 
and to present 2 new patients, a 16-year-old girl 
and a 14-year-old boy, who were treated for car- 
cinoma of the colon at the Baptist Memorial Hos- 
pital in Memphis, Tenn., within the past few years. 
Data on 88 young patients collected from the litera- 
ture (including the 2 recently observed by the 
author) are tabulated. The review includes only 
patients who were less than 20 years old, and in 
whom the carcinoma was located in the portion of 


_. the colon above the rectosigmoid. The greatest 


number of cases occurring in the first 2 decades of 
life are in the 10-to-14-year age group. This would 
seem to be related to the increased growth rate and 
other physiological changes normally occurring at 
the age of puberty. Cancer of the colon (excluding 
the rectum) is slightly more common in females 
among adults, but it has been found to occur more 
frequently in males below the age of 20. Of 84 
patients for whom the sex was indicated in the 
series reported, 58 were males. 

The portion of the colon most commonly affected 
by carcinoma is the sigmoid, the site of 24 of the 
78 lesions which were accurately localized in this 
series. It has been supposed that the character of 
the intestinal content at this point, with stasis and 
chronic mechanical irritation, may account for the 
increased frequency of carcinoma here. It has been 
repeatedly pointed out that carcinomas are more 
malignant in younger than in older persons. Al- 
though pathological details are lacking in many of 
the cases reviewed, there was found to be a high 
incidence of the tumor type referred to as “colloid,” 
“mucinous,” or “gelatinous.” Of 73 cases in which 
the pathological type was indicated, 32 (43%) were 
of this variety. In contrast, colloid carcinomas make 
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up less than 5% of colon carcinomas in adults. The 
prognosis of carcinoma of the colon in children is 
very poor. No cures have been confirmed in patients 
treated before the age of 16 years, the longest sur- 
vival being in a girl reported by Webster, who died 
of a cerebellar metastasis 4 years after her initial 
treatment. 

It has been stated that when cancer of the colon is 
encountered before the 4th decade of life it is 
usually on the basis of multiple polyposis or of 
ulcerative-colitis, but none of these 88 cases of car- 
cinoma of the colon seemed to be associated with 
multiple polyposis. Although it is generally recog- 
nized that a significant proportion of patients with 
untreated familial polyposis will develop carcinoma 
before the age of 40, it is apparently unusual for 
the malignancy to become manifest before the age 
of 20. In only one of the 88 patients was there 
evidence to indicate the presence of a polyp before 
the development of carcinoma; this was a 12-year- 
old boy who gave a history of repeated episodes of 
cramping lower abdominal pain associated with the 
passage of bloody mucus since the age of 3 years. 
The known malignant potential of familial poly- 
posis and of ulcerative colitis and the suspected 
malignant potential of solitary polyps justify an 
aggressive therapeutic attitude toward these condi- 
tions in childhood. Treatment of carcinoma of the 
colon in children is essentially the same as in 
adults; that is, wide block resection to include the 
primary lesion and the adjacent lymphatic tissue. 


A Clinical Comparative Study of Autogenous and 
Homogenous-Bone Grafts. P. L. Carnesale and J. 
D. Spankus. J. Bone & Joint Surg. 41A:887-894 
(July) 1959 [Boston]. 


The authors report observations on 143 consecu- 
tive bone-grafting procedures in which Merthiolate- 
preserved, homogenous bone was used, 137 
consecutive bone-grafting procedures in which 
autogenous bone alone was used, and 24 consecu- 
tive bone-grafting procedures in which a combina- 
tion of Merthiolate bank bone and autogenous 
bone was used. These figures do not include 10 
procedures in which there was no follow-up. All 
bone-grafting procedures done between January, 
1948, and January, 1958, are included. The ages of 
the patients ranged from 19 to 62 years. There were 
16 (12%) failures in the autogenous group, 33 
(23%) in the homogenous group, and 5 (21%) in 
the group in which a combination of autogenous 
and homogenous bone grafts was used. The inci- 
dence of failure with autogenous chips was 8%; 
when a full-thickness autogenous bone block was 
used, the incidence of failure was 17%. The inci- 
dence of failure with homogenous chips was 19%; 
when a full-thickness block graft was used, the 
incidence was 31%. A combination of autogenous 
and homogenous chips resulted in an 18% incidence 
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‘of failure. The occurrence of infection with 
' Merthiolate-preserved homogenous grafts was less 
than that with autogenous grafts. Bone grafts in- 
serted in the presence of infection usually iene 
fn failure. No allergic reaction or sensitivity to 
Merthiolate occurred, unless one concludes that the 
greater number of failures from the use of Merthio- 
late bone is on this basis. 

This clinical review confirms the impression that 
autogenous grafts are superior to homogenous 
grafts. Homogenous bone grafts are satisfactory in 
specific situations, but they must be protected for 
a longer period of time than autogenous grafts. 
They may be used when the available supply of 
autogenous bone is not adequate for the particular 
situation or when the hazard of surgery is material- 
ly increased by the obtaining of autogenous bone. 
Homogenous bone may be used also when no 
previous plans have been made to obtain autoge- 
nous bone. Homogenous bone grafts are often 
used when a mechanical support is necessary and 
the condition does not warrant the taking of an 
autogenous graft; for example, in a depressed 
plateau fracture of the tibia. The authors believe 
that they are of the most value in supplementing 
autogenous bone grafts. 


Congenital Muscular Torticollis in Infancy: Some 
Observations Regarding Treatment. M. B. Coven- 
try and L. E. Harris. J. Bone & Joint Surg. 41A:815- 
§22 (July) 1959 [Boston]. 


In congenital muscular torticollis a mass appears 
soon after birth in the belly of the sternocleidomas- 
toid muscle. This is accompanied by a tilt of the 
head to the side of the muscle involved and by a 
rotation of tine head, so that the chin points to the 
opposite shoulder. The mass and the tilt and the 
rotation of the head and neck are accompanied by 
asymmetry of the skull and facial bones. This 
asymmetry tends to lessen and, in fact, disappears 
as time goes on, unless the wryneck becomes a 
permanent deformity. The pathogenesis of this con- 
dition is obscure. It is probably not due to muscle 
tearing or hemorrhage at birth, and it is, therefore, 
not a birth injury per se. There is no agreement on 
a satisfactory treatment of the condition. Available 
are physical therapy measures, such as stretching 
and massage, or surgical measures which consist 
in either section of the sternocleidomastoid muscle, 
removal of the tumor itself, or a combination of 
the two. 

The authors review observations on 35 infants 
with congenital neonatal muscular torticollis, who 
were excmined at the Mayo Clinic from 1944 to 
1954, inclusive. The infants were born in or near 
Rochester, Minn. The incidence of congenital mus- 
cular torticollis was approximately 0.4%. Nineteen 
of the patients were girls, and 16 were boys. The 
sternocleidomastoid tumor was discovered, on the 
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average, 3% weeks after birth. The tumor dis- 
appeared at the average age of 14 weeks. The long- 
est period between time of appearance and time of 
disappearance of the tumor was 5 months. Facial 
asymmetry did not usually appear until about 1% 
months after the tumor appeared in the sterno- 
cleidomastoid muscle. The asymmetry tended to 
disappear for the most part by the age of 6 months. 
Excellent results were obtained in all 24 infants 
in whom physical therapy (stretching and/or mas- 
sage) was given, usually by the mother, and in the 
6 who were not treated, that is, the patient had no 
remaining tumor, no apparent deformity of the 
neck, and no asymmetry of the face or skull. Sur- 
gical treatment was employed in the remaining 5 
patients. Three of the 5 had excellent results, but 
2 had postoperative recurrence of the deformity 
which required reoperation. The authors do not 
infer that all patients will get excellent results, 
without wryneck deformity, if treated nonsurgi- 
cally. The 2 surgically treated patients who had 
poor results were operated on at 6 and 19% months 
of age, respectively. No immobilizing cast or dress- 
ing in the overcorrected position was used. It has 
been suggested that the overcorrected position 
should be maintained postoperatively to prevent 
reattachment of the sectioned muscle and tendon. 
The authors conclude that there is no justification 
for operating on all patients with congenital mus- 
cular torticollis in infancy. If there is detectable 
wryneck deformity with contracture of the sterno- 
cleidomastoid muscle after the age of one year, 
this muscle should be sectioned then because the 
deformity at that age may be permanent. How- 
ever, there is every indication that an operation at 
any age up to 12 years will give as good a result as 
an operation at an earlier age. The asymmetry of 
the skull and face will correct itself as long as 
growth potential is present. The child will grow, 
and these bones will be reshaped in the absence of 
the deforming pull of a tight sternocleid 
muscle. 


Treatment of Giant-Cell Tumor of Bone. E. W. 
Johnson Jr. and D. C. Dahlin. J. Bone & Joint Surg. 
41A:895-904 (July) 1959 [Boston]. 


This study was undertaken because of conflicting 
claims concerning the best method of treatment for 
giant-cell tumors of bone. It is concerned with 116 
consecutive cases of giant-cell tumor, taken from 
the files of the Mayo Clinic. Variants of giant-cell 
tumor were excluded because of their dissimilarity 
in regard to response to therapy. By inquiries 
directed to patients, referring physicians, and rela- 
tives, follow-up information was obtained for vary- 
ing lengths of time on every patient. The ages of 
the patients ranged from 12 to 71 years, but 63.8% 
were in the third and fourth decades of life. Women 
predominated in the ratio of 64 to 52. Sixty-three 
of the tumors occurred in the upper portion of the 
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tibia or the lower portion of the femur, with the 
latter site being the most common. The third com- 
monest site was the sacrum, with 11 tumors, and 
the fourth, the lower portion of the radius, with 9. 
Since many of these patients received various forms 
of therapy, either primarily or for recurrences of 
the tumor, such as excision or amputation after 
curettage or irradiation, the same patients are con- 
sidered in more than one treatment category. This 
has made concise presentation of the results of 
therapy for each of the 116 patients difficult; yet 
the results of the various forms of therapy are pre- 
sented, and the patients are grouped according to 
the primary treatment given. 

In 71 patients curettage was the primary treat- 
ment, but it became evident that this is not the 
ideal treatment, for in 29.6% of the patients treated 
by this method recurrences developed within the 
first year after therapy; at the end of 5 years the 
percentage with recurrences had climbed to 54.1%. 
Many combinations of treatment were employed 
for these patients, including curettage with or with- 
out grafts, preoperative and postoperative radiation 
therapy, and chemical cautery of the cavity. None 
of these ancillary measures appeared to influence 
the rate of recurrence in this group. A solitary 
pulmonary metastatic deposit developed in one of 
the patients 4% years after the primary lesion in 
the distal portion of the radius had been controlled 
by curettage and roentgenotherapy. The primary 
tumor and the excised metastatic deposit were 
histologically benign. Amputation became neces- 
sary as a secondary procedure in 14 of the patients 
treated by primary curettage. Secondary sarcoma, 
massive recurrence, and persistent draining and 
disabling lesions were the reasons for amputation. 

Radiation therapy alone was not successful in 
controlling any of the giant-cell tumors. There was 
also no evidence that it diminished the chance of 
recurrence when used as an ancillary measure with 
curettage, since the recurrence rate of tumors 
treated by curettage alone and by curettage com- 
bined with radiation was the same. The experience 
of these authors and of others indicates that radia- 
tion therapy may be influential in the genesis of 
sarcoma secondary to giant-cell tumor. It should 
be employed only for giant-cell tumors so situated 
that adequate surgical treatment is impossible. 

The tumors of 14 patients were treated primarily 
by excision, and those of another 4 were completely 
excised after failure of curettage and ancillary 
measures. Twelve of the 14 patients had no recur- 
rence while being followed for an average of 16.2 
years. Two had unsuccessful results. In one of 
these, excision of a tumor in the upper portion of 
the femur was probably successful, but ancillary 
radiation therapy was given, and the functional 
result was compromised by radiation necrosis of 
the acetabulum. The other patient had nonunion 
after excision of a tumor of the upper end of the 
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tibia, and secondary amputation was necessary. 
None of the 4 tumors excised after unsuccessful 
prior therapy has recurred. Tumors for which com- 
plete excision, along with removal of all surround- 
ing shells of bone and fibrous tissue, was attempted 
are an important group from the standpoint of 
successful treatment. If the giant-cell tumors situ- 
ated in the sacrum, spinal column, ilium, lower 
part of the tibia, and the skull are excluded, 79% 
of those in the series—that is, 92 tumors—could 
have been excised. To be sure, this implies an ag- 
gressive attitude in respect to surgery and a willing- 
ness to replace the removed bone with a bone 
graft or a prosthesis. Early excision, when the lesion 
is small, involves less loss of bone and easier re- 
placement, whether by graft or prosthesis, than 
excision used as a secondary form of treatment. 
Excision is the one successful treatment for these 
tumors. 


Results of Treatment of Congenital Dislocation of 
the Hip. I. V. Ponseti and E. R. Frigerio. J. Bone & 
Joint Surg. 41A:823-846 (July) 1959 [Boston]. 


Beginning in 1942, changes were introduced in 
the treatment of congenital dislocation of the hip 
at the State University of Iowa college of medicine 
in Iowa City. The period of immobilization in a 
plaster cast was reduced to a maximum of 5 
months—usually 3 months in the first position and 
6 weeks or 2 months in the second position. This 
was followed by prolonged functional after-treat- 
ment, controlled with an abduction bar or an ab- 
duction brace. At county medical society meetings 
the general practitioners, pediatricians, and obste- 
tricians were instructed in recognition of early 
clinical signs of this disorder. Early diagnosis made 
treatment possible in the first years of life and 
often in early infancy. 

The cases of congenital dislocation of the hip 
were classified in 3 groups: preluxations, subluxa- 
tions, and dislocations. Hip preluxations were seen 
in infants under 8 months of age and were charac- 
terized clinically by the snapping sign. The dis- 
placed femoral head snapped into the center of the 
acetabulum by pressing the greater trochanter for- 
ward and abducting the thighs. In the roentgeno- 
grams the upper part of the femur appeared dis- 
placed upward or laterally. 

In the group of hip subluxations were included 
children, over 6 months of age, with a limited 
range of hip abduction, but with a negative snap- 
ping sign. In the roentgenograms the small center 
of ossification of the femoral head appeared to rest 
under and lateral to the outer edge of the ossified 
portion of the sloping acetabular roof. This deform- 
ity appeared to be more severe than the preluxation 
and could only be reduced after muscle relaxation, 
achieved with either general anesthesia or the ap- 
plication of an abduction brace or cast for several 
days or weeks. 
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The femoral head was shown to be above the 
margin of the ossified portion of the acetabular 
roof in the roentgenograms of patients with condi- 
tions classified as dislocations. Hip abduction was 
often severely limited, but the snapping sign was 
negative. General anesthesia was required for the 
reduction of this advanced deformity. During the 
first year of life no clear line of demarcation exists 
between preluxations and subluxations. Likewise, 
during the second and third years the distinction 

een severe subluxations and low dislocations 
may be difficult. 

The anatomic results of treatment, from 1942 to 
1950, of patients under 4 years old with congenital 
dislocation of the hip and of those with preluxation 
treated from 1942 to 1954 have been reviewed. 
Thirty-two patients with 39 hip preluxations with 
a minimal follow-up of 4 years, 6 patients with 
7 subluxations, and 58 patients with 74 hip dis- 
locations and 4 subluxations with a minimal fol- 
low-up of 8 years were included in the study. The 
dislocations were reduced with the child under 
general anesthesia; only 3 open reductions were 
done when closed reduction failed. Rotation oste- 
otomy was done on 13 patients. Good anatomic 
results were obtained in all cases of preluxation 
and subluxation (groups 1 and 2). Good anatomic 
results were also obtained in 52 of the dislocated 
hips; a dysplastic hip resulted in 1] instances. 
Thus, the femoral head was in a correct position 
in the acetabulum in 63 of the 74 dislocated hips. 
Moderate subluxation developed in 5 hips, and 
severe subluxation in 6. No redislocation occurred. 

Closed reduction, followed by carefully super- 
vised treatment, offers satisfactory results in the 
majority of congenital dislocations of the hip if a 
child is seen before he is 4 years of age. The im- 
portance of early treatment is apparent when the 
cases are divided into 3 groups. Good anatomic 
results were obtained in (a) all patients initially 
treated before the age of 1 year; (b) 78% of patients 
who were | to 2 years of age; and (c) only 57% of 
those who were 2 to 4 years of age. Early treat- 
ment offers the only possibility of obtaining good 
results almost regularly. 


Early Surgical Treatment of Aneurysms of the 
Circle of Willis. J. L. Pool, J. Ransohoff, M. D. 
Yahr and J. F. Hammill. Neurology 9:478-486 
(July) 1959 [Minneapolis]. 


The authors do not agree with those who con- 
sider surgical intervention of little benefit in the 
immediate postrupture period in patients with 
aneurysms of the circle of Willis, but advise major 
therapeutic efforts during this phase. This report 
concerns 46 patients who had intracranial clipping 
of an aneurysm in the so-called early danger period 
after rupture. Eleven of these patients, however, 
were either comatose, moribund, or over 55 years 
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of age; the results were so unsatisfactory after 
early operation that the authors now avoid intra- 
cranial operation for most patients in these cate- 
gories. Therapy must be chosen with regard to 
the age and neurological and physical condition 
of the patients and to the location of their aneu- 
rysms. Patients who are suspected of having rup- 
tured intracranial aneurysms should be subjected 
to arteriography as soon as possible, even if this 
requires transportation to a center where serial 


_ angiography is available. The authors observed 


no ill-effects from such transfers. In patients under 
55 years old, who are not comatose, immediate 
intracranial clipping of their aneurysms under 
hypothermic anesthesia is advisable. 

Direct obliteration provides the best prospects 
for the patient’s long survival, and the earlier this 
is done, the less is the risk of fatal recurrent hemor- 
rhage, permanent hemiplegia and other neurolog- 
ical deficits, or fatal cerebral edema. Evidence 
suggests that cerebral vasospasm—and not hema- 
toma—is often responsible for the above complica- 
tions. The effects of cerebral vasospasm may not 
become apparent—in the form of hemiplegia, for 
example—until the 6th to 8th day after aneurysmal 
rupture. It is advisable to operate prior to the 6th 
day after hemorrhage, whenever the condition of 
the patient and the circulatory situation permit. 
While carotid ligation in the neck may be effective 
in aneurysms arising from the internal carotid 
artery or adjacent posterior communicating arter- 
ies, the authors reserve this technique for patients 
in whom direct intracranial attack is impossible 
for medical reasons, such as a bleeding tendency, 
cardiac decompensation, or the like. 

Multiple aneurysms do not necessarily represent 
a contraindication to intracranial surgery as long 
as angiography and clinical examination establish 
which lesion is actively bleeding. Severe vasospasm 
is frequently a clue as to which aneurysm has bled. 
In the series reported, of 5 patients with multiple 
aneurysms, 2 have undergone bilateral staged sur- 
gery, and a third is about to have contralateral 
craniotomy. A 4th patient has refused reoperation 
or angiography, despite recent signs pointing to 
enlargement of her contralateral aneurysm 5 years 
after initial surgery; her present course indicates 
the need for treating multiple aneurysms whenever 
feasible. The 5th patient has 7 aneurysms for which 
further operation is virtually impossible. 

The authors believe, on the basis of having been 
able to return 27 of a selected group of 35 patients 
back to full normal activity, relieved of the threat 
of recurrent bleeding, that many lives can be saved 
and permanent neurological deficits averted by 


prompt intracranial attack on aneurysms of the 


circle of Willis. It also appears that more lives can 
be saved by operation within the 2-month critical 
period than by conservative therapy in selected 
patients. 
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Open Heart Surgery for Acquired Mitral Insuff- 
ciency. F. H. Ellis Jr., R. O. Brandenburg, J. A. 
Callahan and H. W. Marshall. A. M. A. Arch. 
Surg. 79:222-237 (Aug.) 1959 [Chicago]. 


The authors report on 8 men and 7 women, be- 
tween the ages of 23 and 52 years, who were op- 
erated on for acquired mitral insufficiency at the 
Mayo Clinic. Most of the 15 patients had relatively 
pure mitral insufficiency; 2 also had moderate 
mitral stenosis; and 5 had ruptured chordae 
tendineae. The tissue of the posterior leaflet was 
deficient in 10. The mitral ring was dilated in 9. A 
bilateral, anterior thoracotomy incision through the 
bed of the nonresected 5th rib was used in 5 pa- 
tients. Although this incision gives excellent ex- 
posure, the authors prefer an anterolateral incision 
through the bed of the nonresected 5th or 6th rib, 
and this right lateral approach without induction 
of cardiac arrest was used in 10 patients. A variety 
of surgical techniques was employed, including 
mitral annuloplasty, plication of the elongated 
leaflet with ruptured chordae tendineae, and use of 
a compressed roll of Ivalon as a substitute for 
deficient posterior leaflet tissue. There were 3 hos- 
pital deaths, and one patient died suddenly in heart 
failure 2 months after the operation. Of the 11 
surviving patients, 8 were followed up long enough 
for evaluation, i. e., for from 3 to 12 months, and 
7 of these obtained excellent functional results and 
1 was improved. The hemodynamic findings in 9 
patients studied by right heart catheterization soon 
after the operation showed in all the patients nor- 
mal or near normal values of all physiological 
variables studied. Of 3 patients studied after an 
additional interval of several months, 2 showed 
evidence of some recurrence of mitral insufficiency. 

Further time must elapse before this approach 
to the correction of acquired mitral insufficiency 
can be fully evaluated. At present the authors are 
advising open-heart repair for patients with rela- 
tively pure mitral insufficiency when significant 
progressive functional disability is present. 


Surgical Therapy of Mitral Stenosis in Pregnancy: 
26 Personal Observations. A. Actis Dato, R. Gentilli, 
V. Levi and others. Minerva med. 50:1905-1918 
(June 13) 1959 (In Italian) [Turin, Italy]. 


Twenty-six pregnant women, aged between 22 
and 41 years, with mitral stenosis underwent mitral 
commissurotomy between the 8rd and the 6th 
month of pregnancy. Sixteen patients had been 
previously pregnant and had term delivery; 4 had 
had either therapeutic abortion alone or thera- 
peutic abortion and term delivery; and 6 had never 
been previously pregnant. Pure mitral stenosis had 
been established on auscultation in 14 patients. 
Sinus rhythm, which in some instances was accom- 
panied by a slight tachycardia or bradycardia, was 
observed in 24 patients on electroc aphic 
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examination. The size of the mitral orifice at op- 
eration was found to be very small in most patients, 
ranging from 0.4 to 1 sq. cm 

After the operation, patients had a moderate 
chest pain related to the operative trauma; pleural 
effusion took place in 18 patients, and moderate 
dyspnea in a few. The body temperature was nor- 
malized within 7 days after the operation. Atrial 
fibrillation, which developed in 3 patients who had 
preoperatively had sinus rhythm, subsided with a 
cardiokinetic treatment within a few days. Digitalis 
was given to the patients in the immediate and the 
later postoperative period. No patient died either 
during or after the operation. Intrauterine death 
took place in 1 instance, and spontaneous abortion 
in 2. A patient underwent successful cesarean sec- 
tion at term. The postoperative course was very 
good in 21 patients, good in 3, and fair in 2. No 
postoperative rheumatic episodes developed. The 
authors believe that evaluation of a surgical cor- 
rection of mitral stenosis in pregnancy should be 
made with the same criteria as in instances in 
which there is no pregnancy. Surgical correction 
of mitral stenosis is indicated during the first 
period of pregnancy, provided that either pure 
mitral stenosis or conditions in which mitral 
stenosis is the main disorder are present. No thera- 
peutic abortion is necessary. 


Solitary Pulmonary Nodule. G. H. C. Joynt and 
K. P. Vassal. Canad. M. A. J. 81:78-81 (July 15) 
1959 [Toronto]. 


Sixty consecutive resections of solitary pulmo- 
nary nodules, performed over a 10-year period 
(1948-1959), are reported. The patients were 28 to 
72 years of age. Twenty-eight patients presented 
a malignant tumor of the lung; 10 were treated 
by pneumonectomy, 17 by lobectomy, and 1 by 
segmental resection. The pathological reports in 
these 28 patients showed 10 anaplastic or undiffer- 
entiated tumors, 8 epidermoid or squamous-cell 
carcinomas, 8 adenocarcinomas, and 2 alveolar 
(cell) carcinomas. Most of these patients were 
male; there were 9 females, 4 of whom presented 
adenocarcinoma and 2 alveolar (cell) carcinoma. 
Eleven resections were carried out for primary 
carcinoma of the lung between 1948 and 1953; 
the 5-year follow-up revealed that 6 of these pa- 
tients had died, 3 could not be traced, and 2 (one 
with an adenocarcinoma and the other with a 
squamous-cell carcinoma) were alive and well. 
Of the 28 patients with primary lung carcinoma, 
10 died within 2 years; the greatest mortality oc- 
curred within the first year after the operation. A 
high proportion of anaplastic carcinomas was found 
among the 28 patients. 

There was no definite proved lesion caused by a 
fungus in 22 granulomas observed in the total 
series. Cultures for tubercle bacilli and guinea-pig 
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inoculation were carried out in 13 patients; a posi- 
tive result was obtained in 6. Two of the 6 patients 
were sent to a sanatorium for postoperative man- 
agement with antimicrobial drugs, one being 
treated for a year and then returned to work, ‘the 
other being treated for 6 months. The remaining 
4 patients returned to work 2 or 3 months after 
the operation, but they were treated with anti- 
microbial drugs for 6 months postoperatively. 
Three of 5 metastatic tumors present in the series 
originated from a hypernephroma, one from an 
osteogenic sarcoma, and one from a_ melanotic 
sarcoma. The patient with the latter is still alive 
and well 3 years after pulmonary resection. One 
patient with a metastatic lesion from a hyperne- 
phroma is also living. The patient with the meta- 
static tumor from the osteogenic sarcoma died 3 
years after the operation. 

All 60 patients survived the operation, and no 
serious complications were encountered. The mor- 
bidity was minimal, and frequently the patient 
returned to work in 2 or 3 weeks. A more con- 
servative approach was adopted when the pulmo- 

nodule was frankly caseous and contained 
tubercle bacilli. The authors believe that, with few 
exceptions, isolated intrapulmonary nodules are 
best treated by prompt surgical exploration, unless 
an exact preoperative diagnosis is possible or a 
malignant tumor can be excluded with certainty. 


Thoracic Esophageal Diverticula: Report of Three 
Cases. T. W. Shields and M. C. Anderson. Am. J. 
Digest. Dis. 4:522-533 (July) 1959 [New York]. 


Intrathoracic esophageal diverticula may be con- 
sidered either epibronchial or epiphrenic according 
to their point of origin in the intrathoracic esopha- 
gus. The mechanisms of pathogenesis are consid- 
ered to be a combination of traction and pulsion 
as well as neuromuscular incoordination. The trac- 
tion diverticulum consists of all coats of the esopha- 
geal wall and arises from external pull exerted by 
various extrinsic lesions on the wall of the esopha- 
gus. The pulsion diverticulum consists of the 
mucosa, the lamina propria, and at times the circu- 
lar muscular layer which herniates through a de- 
fect in the longitudinal muscular wall of the 
esophagus. The traction-pulsion diverticulum arises 
and persists as a result of both intrinsic and ex- 
trinsic factors, and undoubtedly such a mechanism 
is common to many of the intrathoracic diverticula. 
The functional diverticulum, transient in nature, is 
an apparent diverticulum arising from incoordina- 
tion of esophageal muscular activity. An epibron- 
chial diverticulum arises in the region of, or above, 
the tracheal bifurcation, and an epiphrenic diverti- 
culum in the distal segment of the esophagus just 
above the diaphragm. The diagnosis of an epi- 
phrenic diverticulum depends on roentgenographic 
examination of the esophagus with barium or other 
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contrast mediums. Once a diverticulum has been 
demonstrated roentgenographically, other lesions 
must be ruled out as the source of symptoms. Stud- 
ies of the stomach, duodenum, and biliary tract, as 
well as electrocardiograms, are essential. 

Patients with epibronchial diverticula should be 
treated surgically to prevent complications. Com- 
plications of epiphrenic pouches are infrequent, 
but, as with epibronchial diverticula, infection and 
ulceration may occur. Hemorrhage or perforation, 
with subsequent mediastinitis, empyema, or bron- 
chopleural fistula, may be the result of these. 
Esophageal stricture or carcinoma has occasionally 
been associated with an epiphrenic diverticulum, 
as well as pulmonary infection from regurgitation 
and aspiration or as a direct result of fistula forma- 
tion. The histories of 3 patients in whom epiphrenic 
diverticula were discovered incidentally by roent- 
genographic examination of the esophagus with 
barium are presented. Transthoracic excision of 
the diverticula relieved the patients of their com- 
plaints. 


Aortic-Pedicle Technic for Obtaining Immediate 
Vascularization of Fetal Parathyroid-Gland Trans- 
plants i in Man: Application in Three Patients with 
Hypop idism Appearing After Thyroidec- 
tomy. E. Watkins Jr.. L. L. Haynes and H. D. 
Adams. New England J. Med. 261:105-112 (July 
16) 1959 [Boston]. 


Since medical management of chronic depriva- 
tion of parathyroid function as a result of operation 
may give rise to renal or ophthalmic complications 
over a period of years, it would be desirable to 
provide an endogenous source of parathyroid se- 
cretion by transplantation of functioning gland into 
the patient. A variety of methods have been used 
for the homologous transplantation of parathyroid 
glands. Fragments of the endocrine tissue have 
been grafted without immediate reestablishment 
of blood vessel continuity. Some of these trans- 
plants appear to have been tolerated despite genetic 
dissimilarity between donor and host. A grafting 
method should meet 2 additional criteria: the 
parathyroid gland should be derived from a new- 
born infant—preferably a premature infant—within 
a short time after birth; and the embryonic gland 
should be connected to the host by surgical anasto- 
mosis of blood vessels. The first requirement is . 
based upon the evidence that embryonic endocrine 
tissue is less likely to evoke an immune reaction 
than adult tissue, and the second criterion assures 
immediate nutrition of the parathyroid homograft. 

Transplantation of a vascularized pedicle of 
pretracheal tissue from a premature infant affords 
a method of transplanting minute parathyroid 
gland tissue from an immature neonate into a 
patient with parathyroid deficiency. All pretracheal 
tissue encompassing the minute thyroid and para- 
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thyroid anlage is removed in continuity with the 
aorta and superior vena cava. These larger vessels 
are anastomosed to suitable vessels in the groin 
of the deficient patient, and channel blood to the 
tissues of the pedicle. The method affords adequate 
vessels for surgical anastomosis despite the small 
size of the fetal parathyroid gland. Evidence indi- 
cates that embryonic tissue survives homologous 
transplantation more readily than adult tissue. 
The method described assures adequate immediate 
blood supply to such embryonic tissue. The aortic- 
pedicle technique may be useful in transplantation 
of other embryonic endocrine tissues. 

The method has been applied in 3 patients suf- 
fering from chronic hypocalcemic tetany after 
thyroidectomy. In the first patient, grafting early 
in 1956 was followed by the complete elimination 
of all medication requirements and striking im- 
provement in the patient’s mineral equilibrium, 
nutrition, sense of well-being, and ability to per- 
form strong muscular exercise; in this case tetany 
was relieved. In 2 additional patients recently sub- 
jected to the grafting procedure, tetany persists, but 
the interval elapsing is too short to permit conclu- 
sions concerning the status of the transplant. 


Biopsy Technique in the Diagnosis of Intrathoracic 
Disease. B. R. Lawton. Wisconsin M. J. 58:351-355 
(July) 1959 [Madison]. 


The development of specific therapy for increas- 
ing numbers of intrathoracic diseases has made 
mandatory the establishment of histopathological 
or microbiological diagnosis in every case possible. 
This prompted the author to present his experience 
with little used biopsy techniques carried out in 
60 patients. The total of 75 biopsy procedures 
comprised 54 scalene node biopsies, 13 pulmonary 
biopsies, and 8 pleural biopsies. Positive diagnosis 
was established by biopsy in 33 patients, or 55% 
of those in this series. In the remaining 27 patients, 
a diagnosis was established later by thoracotomy 
in 13 and at autopsy in one; in 13 patients micro- 
scopic diagnosis was not established. 

In an attempt to better establish the indications 
for these procedures, the author tried to correlate 
positive biopsies with specific x-ray findings. It was 
found that, in 19 cases in which the radiologist 
described enlarged .tiilar nodes, 6 had _ positive 
scalene node biopsies. Of 21 cases showing diffuse 
pulmonary infiltration, scalene nodes were abnor- 
mal in only 5, and 2 of these were not diagnostic. 
This reduces the diagnostic usefulness to 14% in 
this type of case. Therefore, scalene node biopsy 
in cases of diffuse pulmonary infiltration has been 
abandoned in favor of primary pulmonary biopsy. 
To illustrate the usefulness of biopsy procedures, 
paired x-rays are presented which show that, in 
each pair of cases with similar x-ray findings, the 
diagnoses are totally different and treatment dia- 
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metrically opposed. With more liberal and logical 
application of these techniques, further improve- 
ment is anticipated. | 


Controlled Blood Pressure Reduction and Artificial 
Hypothermia as Emergency Measure in Threaten- 
ing Hemorrhages from Esophageal Varices. G. 
Kuhlgatz. Chirurg 30:296-299 (July) 1959 (In Ger- 


man) [Berlin]. 


Transfusion of whole blood and the adminis- 
tration of oxygen are the most important emer- 
gency measures in patients with acute bleeding 
from esophageal varices. In some patients it is 
advisable to introduce the blood intra-arterially 
under pressure by way of the femoral artery. Even 
this procedure, in some instances, fails to control 
the circulatory collapse, because the hemorrhage 
may increase as the blood pressure rises parallel 
to the refilling of the depleted circulation, or an 
arrested hemorrhage may commence again. Under 
these conditions, determined efforts have to be 
made to arrest the hemorrhage by conservative 
means until the patient’s general condition permits 
a surgical intervention. 

In 6 patients with massive hemorrhages from 


esophageal varices, in whom other conservative 


measures had failed, the author succeeded in ar- 
resting the hemorrhage by controlled blood pres- 
sure reduction in combination with artificial hypo- 
thermia. In 4 of these patients bleeding did not 
recur, even after the blood pressure had been nor- 
malized; this permitted adequate preparation for 
the surgical treatment, which had been inadvisable 
because of the poor general condition (cirrhosis of 
the liver, jaundice, ascites). In the remaining 2 
patients the hypotension permitted the refilling 
and stabilization of the circulation, so that the 
operations could be carried out under favorable 
conditions—in one patient resection of the cardia 
with esophagogastrostomy, and in the other trans- 
thoracic ligature of the varices. 

The case histories of the 6 patients show that 
blood pressure reduction was produced with the 
aid of adrenergic blocking agents, such as Hyder- 
gine, and by ganglionic blocking agents, such as 
hexamethonium, also by putting the patients in a 
suitable position. Artificial hypothermia was in- 
duced with the aid of ice packs, until the rectal 
temperature had been reduced to as low as 26 C 
(78.8 F) in one of the patients, but in the others 
to only 28 to 34 C (82.4 to 93.2 F). Hypothermia 
was usually continued for 2 days, and hypotension 
for several days longer. The author advises against 
artificial reheating by means of heat packs and 
short-wave treatment, and prefers to await spon- 
taneous restoration of normal body temperature. 
He emphasizes that the use of hypotension plus 


hypothermia requires high standards of nursing . 


care: frequent changing of the patient’s position, 
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because of the greater predisposition to decubitus 
ulcers, also cleansing enemas, bladder irrigations, 


---~feeding by -nasal-tube, and-continuous control -of 


circulation, respiration, temperature, and fluid and 
mineral balance. 


Supra- and Transduodenal Exploration of the Com- 
mon Bile Duct. H. Mahorner. Am. J. Gastroenterol. 
$2:182-189 (Aug.) 1959 [New York]. 


A series of 445 operations for benign lesions of 
the biliary tract have been analyzed and used as 
a basic study. There are several advantages in the 
transduodenal approach when exploring the com- 
mon bile duct: soft tissue obstruction may be 
visualized; pancreatitis and stenosis of the ampulla, 
a true organic obstruction, may be obviated by 
ampullotomy; and carcinoma of the ampulla of 
Vater may be discovered, and a proper operation 
( pancreatoduodenectomy) may be performed. Car- 
cinoma of the pancreas, easily overlooked other- 
wise, was found twice in this series of 445 
operations for benign lesions. One of the patients 
was cured by pancreatoduodenectomy; the car- 
cinoma of the other, which had been overlooked 
3 times elsewhere during common bile duct ex- 
ploration, recurred after local removal. Three times 
in this series of duct exploration, stones were known 
to have been left; this occurred when the supra- 
duodenal approach alone was used. A_ higher 
percentage of stones were removed when the com- 
bined supraduodenal and transduodenal approach 
was used (50%) than when the supraduodenal route 
alone was employed (27%). 

Opening of the common bile duct is indicated 
in case of obstruction, either from stones or from 
soft tissue, such as pancreatitis or ampullitis, or 
from carcinoma at the end of the duct, but it is 
definitely contraindicated when there is no ob- 
struction. The opening of the common duct is 
justifiable in patients with jaundice or with a history 
of jaundice. When stones were recovered from the 
common bile duct in patients of this series, jaundice 
was present in approximately 54% of the patients, 
and was absent in 46%. This clearly demonstrates 
that the absence of jaundice does not exclude the 
presence of stones in the common bile duct. The 
evidence at operation was found to substantiate 
the diagnosis of pancreatitis in 25 of the patients. 
In 24 of these the common duct was explored, and 
in 1 a decompression was obtained by cholecys- 
tostomy. All the patients recovered. 

A comparison of the results obtained by the 
supraduodenal approach, performed on one-half 
of the patients, with those obtained by the com- 
bined supraduodenal and transduodenal method, 
used in the other half, showed that mortality was 
not higher in the group in which the combined 
method was used. This, however, does not mean 
that the combined method is safer; it must, in fact, 
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be used judiciously and with technical precision. 
The indications for opening the duodenum after 


~~having ‘made a-supraduodenal opening in the com- 


mon bile duct are as follows: (1) presence of multi- 
ple stones in the common bile duct, in case their 
complete removal or the free passage of the sound 
into the duodenum is doubtful; (2) presence of 
pancreatitis; and (3) uncertainty as to whether 
the sound has passed into the duodenum. The 
contraindications for opening the duodenum are 
as important as the indications, and are as follows: 
(1) massive edema of the gastrohepatic omentum 
and the duodenum, such as is frequently found with 
acute cholecystitis; (2) acute hemorrhagic pan- 
creatitis; (3) debilitated condition of the patient; 
and (4) age of elderly patients, unless a stone is 
known to be impacted in the ampulla of Vater 
necessitating this operation. It is advisable to per- 
form a two-stage operation in patients with acute 
cholecystitis associated with edema, performing 
cholecystostomy first and leaving exploration of 
the common bile duct until later. Even when 
justifiable indications exist for exploring the com- 
mon bile duct, the contraindications may be 
stronger under certain circumstances of acute in- 
fection, when clear identification is not feasible 
without accepting exceptional hazard. 


The Kidneys in Surgery of the Abdominal Aorta. 
D. E. Szilagyi, R. F. Smith and J. G. Whitcomb. 
A. M. A. Arch. Surg. 79:252-268 (Aug.) 1959 [Chi- 
cago]. 


The authors report on 250 patients, most of them 
men, between the ages of 50 and 65 years, with 
arteriosclerotic disease of the abdominal aorta for 
which they were operated on at the Henry Ford 
Hospital in Detroit. Observations on these patients 
showed that it is not only prudent but physiolog- 
ically correct to regard every patient with arterio- 
sclerotic disease of the abdominal aorta severe 
enough to require surgical treatment as having a 
reduced renal reserve and, therefore, a diminished 
ability to withstand the physiological assault of an 
operation of great magnitude. Aside from the elu- 
sive injuries of operative trauma, the kidneys may 
be subjected to direct physical damage in 2 ways 
peculiar to aortic surgery: through ischemia due 
to occlusion of the abdominal aorta by clamping, 
and through chemical trauma inflicted through 
the injection of contrast mediums in the course 
of diagnostic studies. 

Although cross clamping of the abdominal aorta 
distal to the renal arteries has not been found re- 
sponsible for any specific physiological injury, its 
harmful potentialities must be kept in mind. The 
safe period of cross clamping of the aorta above 
the renal arteries has been found to be 30 minutes 
for kidneys without manifest organic disease. In 
operative procedures requiring longer clamping, 
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renal circulation must be maintained by some form 
of bypass. Nine (18%) of 50 patients from whom 
aortograms were obtained with the aid of 70% 
sodium acetrizoate (Urokon) showed significant 
depression of renal function for 48 hours to 11 
days after the aortography. The use of the least 
toxic contrast medium (diatrizoate [Hypaque] so- 
dium), in the smallest possible amount, with multi- 
ple exposure technique for the avoidance of 
repetition of injection, is recommended. The use- 
fulness of the determination of the preaortographic 
and the postaortographic serum creatinine level as 
a functional index of renal function is stressed. 
The possibility of the presence of accessory renal 
arteries must be remembered in the course of op- 
erative dissection of the abdominal aorta. When- 
ever the aortic dissection reaches above the level of 
the inferior mesenteric artery, the left renal vein 
must be looked for, and, if it is not found in its 
normal anatomic location, it must be sought in a 
retroaortic position. In dealing with horseshoe kid- 
neys associated with an aneurysm of the abdominal 
aorta, bisection of the renal isthmus, suture of the 
cut ends, and resection of the separated kidneys 
allow the removal of the aneurysm in the routine 
manner. When an abdominal aneurysm is compli- 
cated by ureteral obstruction, the resection of the 
aneurysm is indicated at the earliest safe moment. 


PD | L 
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us Enterocolitis: The Experi- 
mental Induction of the Disease with Staphylo- 
coccus Aureus and Its Enterotoxin. J. V. Prohaska. 
A. ~ A. Arch. Surg. 79:197-206 ( Aug.) 1959 [Chi- 
cago]. 


In an attempt to correct existing misconceptions 
concerning the pathogenesis of pseudomembranous 
enterocolitis, and prompted by the fact that this 
disease persists as a serious and often fatal com- 
plication of major surgical procedures, the author 
performed experiments on chinchillas, cats, and 
kittens. Fatal enterocolitis was induced in chinchil- 
las to which particular strains of staphylococci had 
been administered orally after the animals had 
been given an antibiotic mixture consisting of 
12.5 mg. of chlortetracycline (Aureomycin), 12.5 mg. 
of oxytetracycline (Terramycin), and 25 mg. of 
sulfisoxazole (Gantrisin). Fatal enterocolitis was also 
induced by the oral administration of staphylococ- 
cic enterotoxin to chinchillas which had never re- 
ceived antibiotics. Nonfatal enteritis was induced 
by the oral administration of staphylococcic entero- 
toxin to cats and kittens which had likewise never 
received antibiotics. 

The enterotoxin given to these animals was ex- 
tracted from cultures of staphylococci which repre- 
sented pure isolates from stools of patients seriously 
ill with pseudomembranous enterocolitis or from 
a culture of staphylococci isolated from frozen 
shrimps known to be implicated in food poisoning. 
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The stool cultures of the experimental animals re- 
mained normal, and at autopsy no staphylococci 
could be isolated. The absence of staphylococci 
in the intestinal tract of the animals receiving only 
the enterotoxin indicates that the enteritis is pro- 
duced by the enterotoxin alone. It is concluded 
that branous enterocolitis develops in 
man when colonies of staphylococci are able to 
grow in his intestine and elaborate enterotoxin. 
The symptoms of pseudomembranous enterocolitis, 
the physical changes observed in the intestine, and 
the fatal termination of the disease are due to the 
enterotoxin. 


Results of Subtotal Gastrectomy in 449 Patients 
with Benign Peptic Ulcer. R. M. Penick and R. A. 
Armstrong. Am. J. Gastroenterol. 32:152-157 (Aug.) 
1959 [New York]. 


The results of subtotal gastrectomy performed 
during the years from 1942 through 1956 at the 
Ochsner Clinic, in New Orleans, were evaluated. 
A total of 462 patients were operated on for benign 
peptic ulcer of the duodenum or stomach; included 
were 314 patients with duodenal ulcer, 123 with 
gastric ulcer, and 25 with gastrojejunal ulcer. Of 
these, 449 were subjected to subtotal gastrectomy. 
Adequate follow-up data were obtained in 413 
patients. The operation consisted of a posterior 
Hofmeister modification of Billroth II, with re- 
moval of 75% of the stomach or more. The total 
postoperative mortality rate in patients in whom 
conservative resection was made was 1.8%, which 
was slightly higher when 80% or more of the 
stomach was removed. On the other hand, gastro- 
jejunal ulcer as a sequela to gastrectomy developed 
in only 1.3% of the patients in whom radical op- 
eration was performed, as compared with the 
occurrence of this complication in 10% of those 
who were subjected to conservative resection. 
These statistics substantiate the belief that the 
incidence of this complication is in direct relation 
to the amount of stomach removed. Thus, satis- 
factory results were obtained in 90% of the patients. 
Subtotal gastrectomy, when correctly performed, 
has proved to be a satisfactory operation in the 
authors’ experience, despite the fact that the pa- 
tients in this series were a selected group with a 
high tendency to peptic ulceration. 


NEUROLOGY & PSYCHIATRY 


Effect of Lidocaine Intravenously on Epileptic 
Attacks. E. Bohm. Nord. med. 61:885-889 (June 11) 
1959 (In Swedish) [Stockholm]. 


The effect of intravenous injections of lidocaine 
on epileptic seizures, mainly grand mal and jack- 
sonian attacks, was studied in 52 patients in the 
neurosurgical clinic of the Serafimer Hospital. The 
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diagnosis on admission was cerebral tumor in 27 
cases, epilepsy in 18, acute encephalitis in 1, and 
acute brain damage in 6. Lidocaine was adminis- 
tered either in a single dose or continuously in 
intravenous drip infusion of saline or dextrose 
solution. Eleven of 12 grand mal attacks in 7 pa- 
tients were arrested with a single dose of lidocaine 
of from 0.5 to 3 mg. per kilogram of bodv weight. 
In 15 attacks of status epilepticus of grand mal tvpe 
in 12 patients, the agent was given in doses of 
between 2 and 10 mg. per kilogram of body weight 
per hour. Full effect was seen in 7 patients after 
the administration of from 4 to 6 mg. of lidocaine 
per kilogram of body weight per hour. In 2 patients 
given 8 mg. per kilogram, the attacks occurred in 
the early postoperative course after extirpation of 
a brain tumor, and the effect was only partial; both 
patients had postoperative hematomas. Since lido- 
caine in the doses given has no narcotic effect, the 
probable diagnosis of postoperative hematoma 
could be made and verified. This was also the case 
in a patient given 10 mg. of lidocaine per kilogram 
of body weight per hour where reoperation re- 
vealed cerebral edema with malacic brain tissue in 
the operation area. In 36 jacksonian attacks in 27 
patients, lidocaine administered intravenously in 
doses of from 1 to 10 mg. per kilogram of body 
weight was beneficial in 23 patients. In 23 attacks 
of status epilepticus of jacksonian type in 21 pa- 
tients, lidocaine was administered continuously in 
doses of from 1 to 10 mg. per kilogram of body 
weight per hour; in 14 cases a blocking effect re- 
sulted with doses between 6 and 8 mg. In some 
cases of myoclonic epilepsy and continuing local 
motor seizures, lidocaine had no effect on the 
convulsions. 


Migraine Plus Epilepsy. W. C. Alvarez. Neurology 
9:487-491 (July) 1959 [Minneapolis]. 


The author presents case histories which indicate 
that, when one has to deal with a person with 
unusually severe migraine or migraine still severe 
in the person's later vears, one should think of a 
second component, which sometimes is epilepsv or 
an epileptic carrier state. The author gives several 
reasons for his inability to accept the thesis that 
migraine is closely related to epilepsy. It seems 
more probable to him that, when epilepsy and 
migraine are found together in a patient, they are 
due to 2 inheritances. 

Persons with simple or typical or mild migraine 
seldom have epileptic relatives, but in a study made 
by the author, 21% of 99 relatives of epileptics had 
had migraine. This does not prove a relationship 
between the 2 diseases, because, in a group of 574 
relatives of psychotic or alcoholic persons, 23% 
were found to have migraine, and migraine and 
psychosis do not appear to be at all related. Per- 
sons with pure migraine have normal electroen- 
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cephalograms, and they are not helped by anti- 
convulsive drugs. Persons suffering from migraine 
are usually very different—physically, intellectually, 
socially, and t tally—from persons suf- 
fering from epilepsy. 

A series of cases are described in which persons 
with a severe form of migraine had either what 
looked like an epileptic inheritance or actual epi- 
lepsy in themselves. It is well to recognize epilepsy 
when it is added to migraine, because epilepsy can 
explain so easily the severity of the syndrome and 
occasionally can lead to a cure with the help of 
anticonvulsive medication. A few epileptic patients 
will be found to have mild migraine. 


The Significance of Complement-Fixing and Neu- 
tralizing Antibodies for the Diagnosis of Infections 
with the Virus of Lymphocytic Choriomeningitis. 
W. Scheid, R. Ackermann and K.-A. Jochheim. 
Deutsche med. Wchnschr. 84:1293-1296 (July 17) 
1959 (In German) [Stuttgart, Germany]. 

The virus of lymphocytic choriomeningitis 
(LCM), which was isolated for the first time in the 
United States in 1934, elicits different clinical 
entities. It is not definitely known whether the 
syndrome of abacterial meningitis is a particularly 
frequent clinical manifestation of this virus. In 
addition to meningitides that take a favorable 
course, the LCM virus is known to produce fatal 
encephalitides as well as acute encephalomyelitides. 
Mild febrile infections without any neurological 
symptoms may also be caused by the LCM virus, 
but since they will be traced to the virus only in 
rare cases, the incidence of infections with this 
virus is difficult to estimate. Since the LCM virus 
is usually transmitted to humans by house mice, 
extensive epidemics need not be feared. Sporadic 
as well as endemic infections with the LCM virus 
occur in Germany, but because they produce 
varied clinical pictures, only laboratory tests will 
establish the connection between the disorder and 
the virus. In the rapidly fatal cases, the isolation 
and identification of the virus will have to suffice 
for the verification of the diagnosis. In other cases, 
however, serologic studies are required. 

The authors present the results of tests in 15 
patients to show that complement-fixing antibodies 
may appear already during the first week of the 
infection, although in most instances they appear 
later. High titer values are usually obtained from the 
3rd to the 6th week. While in one instance comple- 
ment-fixing antibodies had disappeared by the 5th 
month, usually they were found to disappear more 
slowly, sometimes persisting for many months or 
for several years. The neutralizing antibodies, 
which the authors were able to demonstrate in all 
their cases, appeared earlier than had been as- 
sumed. Convincing titer values were found already 
a few weeks after the onset of the illness, but the 
maximal neutralization titers were not observed 
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until after the third month, and not even after sev- 
eral years could a loss of such antibodies be demon- 
strated. The behavior of the complement-fixing and 
neutralizing antibodies permits deductions about 
the onset of the infection. Obtaining a serum speci- 
men during the first few days of the illness is of 
great importance for the serologic diagnosis of 
infections with the LCM virus. 


Corticotropin Therapy in Epilepsy (Gibbs’ Hypsar- 
rythmia). C. Hansted and F. Thygesen. Nord. med. 
61:895-899 (June 11) 1959 (In Danish) [Stockholm]. 


Gibbs’s hypsarrythmia designates a grave electro- 
encephalographic abnormality, characterized by 
high amplitudes, irregular potentials, and inces- 
santly varying spikes. The abnormality is appar- 
ently always accompanied by an infantile epilepsy 
form. Authors agree that the disorder usually sets 
in in the first year of life, rarely after the third 
year. The children have up to 100 spasms a day. 
Some children die in a few years; most of them end 
with a grave dementia developed coordinately with 
the epileptic seizures. Practically no child, under 
3 years of age, with clinical grand or petit mal 
epilepsy presents hypsarrythmia. The predilection 
of hypsarrythmia for the first years of life may point 
to a pathogenetic significance of constitutional fac- 
tors, not necessarily hereditary. Sorel and Dusaucy- 
Bauloye in 1958 published the results of treatment 
of 7 children with hypsarrythmia with corticotropin 
(ACTH); 6 of the children became free from spasms 
after several days’ treatment. The children have 
been followed for from 2 months to 2 years. 

In the case presented here, in a girl, aged 5 
months, without familial predisposition to epilepsy 
or other disease and with normal development, 
motor epilepsy set in in the course of a few days. 
For 3 or 4 weeks often more than 100 attacks 
occurred daily, mostly lasting a few seconds; other- 
wise no signs of organic disease were seen. Elec- 
troencephalographically there were a number of 
almost continuous disorganized and extremely ab- 
normal curves. The condition was aggravated dur- 
ing phenobarbital treatment and did not improve 
on dimedione treatment. Administration of cortico- 
tropin for 10 days, started a month after the onset 
of the disorder, was followed by complete remis- 
sion. No recurrence was seen on ambulant observa- 
tion for 5 months. If time confirms the corticotropin 
effect described, the process must be regarded as 
initially reversible. 


Clinical Indications and Toxicity of Prolonged 
Perphenazine Therapy. F. J. Ayd Jr. New England 
J. Med. 261:172-174 (July 23) 1959 [Boston]. 


Clinical experience with tranquilizers in the 
treatment of chronic neurotic and psychotic dis- 
orders has demonstrated that they must be ad- 
ministered for prolonged periods. Questions about 
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possible deleterious effects from long-term use of 
phenothiazine derivatives, such as perphenazine, 
induced the author to subject to a complete labora- 
tory survey (consisting of hematological examina- 
tion, liver-function tests, and urinalysis) 50 patients 
(36 women and 14 men), who had received per- 
phenazine for disabling anxiety, tension, or psycho- 
motor excitement. None had responded to previous 
treatment, including other tranquilizers (21 cases), 
the shock therapies (19), and psychosurgery (3). 
After 19 to 34 months of therapy (minimum total 
dose, 3,507 mg., and maximum total dose, 35,445 
mg.), all had improved and were ambulatory and 
functioning effectively. Side-effects (none serious) 
occurred with initial high dosage, but all disap- 
peared with the establishment of maintenance dose. 
The laboratory tests were made before and at 
repeated intervals during the treatment, also at the 
end of the survey. The results of the tests were all 
within the range of normal variation, with the 
exception of changes in the cephalin flocculation in 
4 patients. These changes were not statistically 
significant. Whether they were due to perphenazine 
or other circumstances is unknown. On the basis of 
the laboratory findings in this survey, it appears 
that the drug had no demonstrable deleterious 
effect on the blood, liver, or kidneys in these pa- 
tients. Like other phenothiazine tranquilizers, per- 
phenazine does not cure but effectively controls 
symptoms with a minimum of autonomic, en- 
docrine, and neurological side-effects. Its chief 
value lies in the small degree of functional disabil- 
ity that it causes, despite its potency. Its use short- 
ens the hospital stay, accelerates symptomatic re- 
mission, and permits ambulatory treatment for 
many patients over prolonged periods safely. 


GYNECOLOGY & OBSTETRICS 


The Treatment of Inefficient Uterine Action with 
the Intravenous Oxytocin Drip: A Review of 300 
Cases. L. Goldman. J. Obst. & Gynaec. Brit. Emp. 
66:382-393 (June) 1959 [London]. 


The author reports on 300 parturient women 
who had not reached half-dilatation after 12 hours 
of established labor and, therefore, were regarded 
as cases of inefficient uterine action and were 
treated by the intravenous oxytocin drip. These 
women represented less than 2% of the total de- 
liveries on the obstetric wards of the King Edward 
VIII Hospital and McCord’s Zulu Hospital in 
Durban, Union of South Africa, over the same 
period. Of the 300 patients, 251 (83.7%) were 
primiparous—an expected finding because _ineffi- 
cient uterine action is mainly a complication of 
first labors. However, there were also 7 patients 
who had had more than 5 deliveries. The solution 
used for treatment was that of 0.4 cc. (4 units) of 
Pitocin (a proprietary preparation of oxytocin) in 
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1,000 cc. of 5% dextrose in water, i. e., a dilution 
of 1 to 2,500, set up to run at 10 drops a minute. 
The rate of flow was increased if there was no 
effective response, but rarely beyond 30 drops a 
minute. As a result of the treatment, 257 patients 
reached full-dilatation within 12 hours, a success 
rate of 85.7%. The perinatal loss, excluding those 
cases in which intrauterine death of the fetus had 
taken place before starting the drip, was 31 per 
mille. Cesarean sections were performed on only 
3% of the patients. 

Analysis of the 43 therapeutic failures indicated 
that the duration of cervical stasis was the most 
important single feature determining a good re- 
sponse to the treatment. High heads, posterior 
positions, malpresentations, and incoordinate uter- 
ine action did not offer any contraindication to the 
successful and safe use of the drip. A review of 
the literature on rupture of the uterus associated 
with intravenous oxytocin drip therapy did not 
reveal a single case of rupture of the uterus oc- 
curring in a primiparous patient. Three cases of 
rupture of the uterus associated with the use of 
Pitocin for the induction of labor were reported; 
all of these occurred in multiparous women. The 
only valid contraindication to oxytocin drip ther- 
apy is the risk of rupture of the uterus in the multi- 
parous patient. It is suggested that a more dilute 
solution should be employed in multiparous pa- 
tients, and administration should be extremely 
cautious. No oxytocic agent should ever be used 
in a suspect uterus. Inefficient uterine action has 
been defined in terms of cervical stasis, and a plea 
is made for a therapeutic trial of oxytocin in all 
primiparous patients with cervical arrest at 2 or 
more fingers dilatation for longer than 6 hours. 


A Clinical Evaluation of Chlorothiazide in the 
Prevention and Treatment of Toxemia of Preg- 
nancy. L. J. Salerno, M. L. Stone and P. Ditchik. 
Obst. & Gynec. 14:188-192 (Aug.) 1959 [New York]. 


The authors report on 102 pregnant women with 
varying degrees of pitting edema or toxemia (in- 
dicated by edema, hypertension, and proteinuria), 
who were treated with chlorothiazide (Diuril) in 
the prenatal clinic of the New York Medical Col- 
lege—Metropolitan Medical Center. Chlorothiazide 
was administered orally in doses of 500 mg. in the 
morning and 500 mg. at night, a total of 1,000 mg. 
daily. The average weight loss during the first 
week of treatment was 5.16 Ib. (2.4 kg.), and at 
the same time the edema had either completely 
disappeared or had diminished considerably. Edema 
persisted in 18 of the 102 patients after one week 
of therapy. After initial treatment blood pressure 
remained unchanged in 72 patients, was decreased 
in 20, and was elevated in 10. After the first week 
of treatment side-reactions occurred in 25 patients, 
9 of whom had nausea, 3 vomiting, 7 dizziness, and 
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6 drowsiness. In only 4 patients were the symptoms 
severe enough to discontinue therapy. In those 
patients in whom the drug was withdrawn after 
the first 7 days of its administration, a rebound 
phenomenon was invariably noted; it was observed 
that most of the patients within a period of one 
week had regained more than the initial weight 
loss. When the administration of chlorothiazide 
was continuous, rebound occurred much less fre- 
quently and was less marked. 

Seventy-one patients were observed during 2 or 
more weeks of treatment with chlorothiazide; of 
these, 40 were treated for 4 to 18 weeks, some 
intermittently and many continuously, with 1,000 
mg. of the drug given daily. In the longest continu- 
ous therapy, 1,000 mg. of chlorothiazide was ad- 
ministered daily for 17 weeks. Continuous or 
prolonged therapy maintained good control of 
edema and weight gain in 62 of the 71 patients. 
Of the 24 patients with toxemia of pregnancy, the 
conditions of 11 were improved, 2 remained un- 
changed, and 11 showed worsening of the toxemic 
state. There were no demonstrable specific hypo- 
tensive effects of chlorothiazide given alone, and 
no observable potentiation of other hypotensive 
agents. Chlorothiazide is to be considered an ideal 
diuretic in the treatment of edema of pregnancy 
and in the prevention and control of toxemia of 
pregnancy. Side-reactions are few and minor in 
nature, and there are apparently no harmful effects 
of prolonged and continuous administration of 
the drug. Any specific hypotensive effect cannot 
be ascribed to chlorothiazide. 


PEDIATRICS 


Aspects of Hyaline Membrane Disease in Pre- 
mature Infants. S. Friedrich. Ztschr. Kinderh. 
§2:357-386 (no. 4) 1959 (In German) [Berlin]. 


This report is based on the author's observations 
on 40 premature infants, and on the histories of 103 
premature infants who died in the neonatal period. 
For statistical evaluation, records were kept for all 
the newborn premature infants who were hospital- 
ized between February, 1956, and February, 1957, 
at the Children’s Hospital in Leipzig, Germany. 
Hyaline membrane disease was found predomi- 
nantly in infants who died during the first 3 days 
of life, and who weighed between 1,000 and 2,000 
Gm. (22 and 4.4 Ib.). Signs and symptoms sugges- 
tive of hyaline membrane disease were respiratory 
distress (retraction expiratory grunt, alae nasi move- 
ments, increased rate of breathing, dyspnea), gray- 
ish pale cyanosis, and restlessness. Diagnosis was 
also based on the course of the disease, its severity 
not being evident at birth but appearing soon after. 

The clinical aspects of hyaline membrane disease 
can be distinguished (a) from aspiration of the 
amniotic fluid and atelectasis by the inconspicuous 
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symptoms in the immediate postnatal period, then 
by the gradual increase in respiratory activity, a 
marked progressive dyspnea up to the fatal out- 
come; (b) from intracranial hemorrhage by the 
respiratory distress and signs of restlessness; and 
(c) from atelectasis by the lack of cyanosis and the 
gradual development of suppressed breathing and 
weakened vesicular murmur immediately after 
birth. The prognosis for infants with hyaline mem- 
brane disease is unfavorable; however, some recov- 
eries have been seen. : 


Results of Specific Treatment of Miliary Tuberculo- 
sis in Children: A Follow-Up Study of 63 Patients 
Treated with Antimicrobial Agents. E. M. Lincoln 
and F. Hould. New England J. Med. 261:113-120 
(July 16) 1959 [Boston]. 


In the chest clinic of the children’s medical serv- 
ice of Bellevue Hospital, New York, 102 children 
with generalized miliary tuberculosis were seen 
between 1926 and June, 1944. Of these 102 children, 
99 died within a year, 88 of them having succumbed 
within 3 months of diagnosis; the majority died 
with an associated tuberculous meningitis. The 3 
patients who survived for more than a year died of 
tuberculosis 15 months, 2 years, and 4 years, re- 
spectively, after the initial diagnosis of miliary 
tuberculosis. 

The unfavorable prognosis in these 102 children 
is contrasted with results in 63 patients treated 
during 12 years (between June, 1944, and June, 
1956) with antimicrobial therapy. A small group 


-of 9 children were first treated with a sulfone, 


thiazolsulfone; 6 of the 9 survived and remained 
well until 2 of them manifested renal tuberculosis 
and 1 pulmonary tuberculosis 11 or 12 years after 
the original diagnosis of miliary tuberculosis. The 
case fatality rate improved in the next group of 
29 children treated with both thiazolsulfone and 
streptomycin, but meningitis developed in 6 pa- 
tients under treatment for miliary tuberculosis. In 
the third group of 25 children treated with 3 anti- 
microbial agents—thiazolsulfone, streptomycin, and 
isoniazid—only one death occurred, and meningitis 
did not develop under treatment. Two children had 
tubercle bacilli recovered on culture from the cere- 
brospinal fluid, and the possible diagnoses of serous 
meningitis and abortive caseous meningitis are 
discussed. 

As better antimicrobial agents were used in the 
treatment of miliary tuberculosis, the amount of 
calcification seen both in the primary complex and 
in the metastatic areas decreased. The rate of 
x-ray clearing was slowest in the patients treated 
with thiazolsulfone only—32 to 44 weeks. In the 
2 later groups, treated with added streptomycin in 
one group and with added streptomycin and 
isoniazid in the other, this rate was an average of 
13 weeks. 
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Diabetes Mellitus At Ages One to Five: Findings 
at Onset. H. S. Traisman, J. J. Boehm and A. L. 
Newcomb. Diabetes 8:289-293 (July-Aug.) 1959 
[New York]. 


The diagnosis of diabetes mellitus in infants and 
small children is rare, and it is seldom made be- 
cause of the infrequency of the disease, its sudden 
onset, and the fact that accompanying symptoms 
of anorexia and vomiting are so characteristic of 
many other ills of these age groups. The onset in 
these patients is abrupt in contrast to the gradual 
onset in older children and adults. The records of 
110 infants and children, between 1 and 5 years of 
age, with diabetes mellitus were reviewed by the 
authors. Sixty-five children (59.1%) were male, and 
45 (40.9%) were female. The interval between onset 
of symptoms and diagnosis ranged from 7 days to 
8 weeks in 26 of 32 children, 12 to 23 months of 
age; from 7 days to 12 weeks in 29 of 30 children, 
24 to 35 months of age; from 3 days to 12 weeks 
in 20 of 21 children, 36 to 47 months of age; and 
from 4 days to 16 weeks in 27 children, 48 months 
to 5 years of age. The interval between onset of 
symptoms and diagnosis could not be determined 
for 8 patients. Ninety-three children (84.5%) pre- 
sented polyuria, and 89 (81%) increased thirst; the 
incidence of these symptoms was higher in children 
of the older age groups. Forty-seven children 
(42.7%) presented weight loss. Polyuria or poly- 
dipsia was present in 88% of the children, whereas 
polyuria or polydipsia or weight loss was present in 
91%. Increased appetite was noted in 25% of the 
series, the incidence being 44.5% in the 48-month- 
to-5-year age group, compared with only 12.5% in 
the 12-to-23-month age group. Loss of appetite was 
found in 14.5% of the cases, with a much higher 
frequency noted in the youngest age group (28%). 

Thirteen per cent of the children, with no striking 
dissimilarity among age groups, presented lethargy. 
Bed wetting appeared in 6% of the children, and 
vomiting in 4.5%. Three children were noted to be 
more irritable just prior to the diagnosis of dia- 
betes, and another 3 showed a “craving for sweets.” 
Of 3 additional children, the mothers noted that 
the diapers had a “sticky” feel to the touch, while 
2 reported a “strong odor to the urine.” Diabetes 
was discovered on routine analysis in 2 children 
and was preceded by a hypoglycemic episode in 
2 others. An associated disease was found in 40 
children (36%), while one-third of the entire group 
had an associated respiratory infection; 2 patients 


‘had an exanthematous disease, 1 had pyelitis, and 


1 had vaginitis. Not a single case of a sibling with 
diabetes was found in this series, although a family 
history of diabetes was found in 28% of the cases. 
The authors point out that the basic principle 
underlying the home care and treatment of infants 


_and small children with diabetes mellitus is thor- 


ough education of their parents. 
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Acute Purulent Pericarditis: Two Cases of Staphy- 
lococcic Pericarditis in Children. J. A. Martinez. 
Rev. espan. pediat. 15:301-323 (May-June) 1959 
(In Spanish) [Saragossa]. 


Since the discovery and wide use of sulfonamides 
and antibiotics to which pneumococci are very sen- 
sitive, the main causative agents of purulent peri- 
carditis have been the staphylococci. Purulent peri- 
carditis is always a complication in the course of 
an infectious condition; it frequently remains un- 
detected, whether it develops in an insidious or a 
sudden manner. The author stresses the need for 
a close watch and a careful, repeated examination 
of the patient’s heart whenever there is cardiac 
enlargement and/or diminishment of the heart 
sounds. 

Two cases of purulent staphylococcic pericarditis 
in children were observed at the pediatric clinic of 
the Municipal Hospital for Infectious Diseases in 
Barcelona. In one case the onset was sudden and 
accompanied by precordial pain; in the other the 
onset was insidious and masked by other signs and 
symptoms. The first patient, a 9-year-old boy, was 
suffering from a furunculosis of 2 months’ duration, 
which extended over his neck and lower extremities. 
Eight days before hospitalization he had started 
coughing and had a high temperature, chills, and 
sweats, followed by dyspnea and pain in the left 
knee. Twenty-four hours after admission, he com- 
plained of precordial pain. The heart sounds were 
diminished, and cardiography showed heart en- 
largement. Electrocardiographic and hematological 
findings confirmed the diagnosis of staphylococcic 
infection with arthritis and pericarditis. Treatment 
consisted in the administration of several alter- 
nated antibiotics (tetracycline, erythromycin, peni- 
cillin, streptomycin, Terramycin, and Chloromyce- 
tin) plus prednisone. The blood culture became 
negative within 8 days, and the pericarditis was 
cured within a month. 

The second patient, a 10-year-old boy, had a 
furuncle on the left forearm. One week before 
hospitalization there appeared high fever, chills, 
pain in the right hip, headache, and a disseminated 
urticarious exanthem. The boy became stuporous 
and delirious. Four days after admission, in the 
course of intensive antibiotic therapy and without 
any precordial pain, the auscultation, which was 
part of the careful daily examination, revealed 
pericardial friction and diminished heart sounds. 
Radioscopic examination showed an enlarged heart, 
and the electrocardiogram presented characteristic 
alterations. The diagnosis of pericarditis complicat- 
ing a staphylococcic infection with osteoarthritis of 
the left hip was established. Treatment with sev- 
eral alternated antibiotics and prednisone was in- 
stituted, as in the first case. The blood culture 
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became negative after 8 days, and the pericarditis 
disappeared within a month, but an ankylosis of 
the left hip joint remained. 


DERMATOLOGY 


Bowen’s Disease and Its Relationship to Systemic 
Cancer. J. H. Graham and E. B. Helwig. A. M. A. 
Arch. Dermat. 80:133-159 (Aug.) 1959 [Chicago]. 


The authors report on 32 men and 3 women, 
between the ages of 38 and 87 years, with epider- 
moid carcinoma in situ of the skin (Bowen's dis- 
ease), on whom either autopsies were performed 
or who were known to have died after pathological 
examination of surgical specimens of internal 
organs. Sections of lesions of the skin and internal 
organs, stained with hematoxylin and eosin, were 
studied in these 35 patients at the Armed Forces 
Institute of Pathology in Washington, D. C. Ana- 
tomically, the lesions were single or multiple and 
occurred on both exposed and unexposed areas of 
the body. Clinically, the lesions appeared as lentic- 
ular, polycyclic, erythematous, pigmented, crusty, 
scaly, keratotic, nodular, and ulcerated plaques; 
they were sharply demarcated from the surrounding 
tissue. The clinical diagnosis was most frequently 
some variety of carcinoma. The disease involved 
predominantly the older age groups, and the dura- 
tion of the lesions from their onset to their surgical 
removal was 7.8 years. Twenty-eight of the 35 pa- 
tients were observed to have one or more primary 
internal cancers, or a primary cancer of the skin 
with metastasis, at an average latent period of 8.5 
years from the onset of Bowen’s disease until de- 
tection of a malignant internal lesion or a metastasis 
from a cutaneous cancer. Twenty-six of these 28 
patients had metastatic lesions or generalized spread 
from their primary tumors. Furthermore, 15 of the 
35 patients had a total of 49 premalignant and 
malignant cancers of the skin that appeared on an 
average of 6.2 years later than their Bowen's dis- 
ease. Cancer-proneness of the entire group is even 
more evident when it is considered that 31 (89%) 
of the patients had primary cancer in one or more 
locations. All 3 germ layers were involved, and the 
sites, in order of frequency, were the respiratory 
system, gastrointestinal tract, genitourinary organs, 
reticuloendothelial system, skin, breast, and en- 
docrine system. Three of the 28 patients with 
internal malignant tumors also had herpes zoster 
during their terminal illness. 

Excision of the Bowen lesion was the treatment 
of choice, for the process tended to recur or not to 
respond to x-ray therapy, desiccation, and curettage. 
Two lesions were apparently cured with radium. 
The average follow-up period for the 35 patients 
from the time Bowen’s disease was first diagnosed 
until death was 3.4 years. Thus, there was a poor 
diagnosis once internal or metastasizing cutaneous 
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cancer occurred. The short follow-up period in 
many of the 35 patients was due to death from in- 
ternal cancer. Information was obtained from the 
records of 22 of the 35 patients regarding the 
occurrence of internal malignant tumors in their 
families; hereditary or some other common pre- 
disposition to the development of cancer was sug- 
_ gested by the occurrence of internal cancer in one 
or more members in the families of 8 (36%) of the 
22 patients. Arsenic could not be implicated as a 
causative factor in Bowen's disease. 

Surgical and autopsy specimens obtained from 35 
patients with senile keratosis, 35 patients with 
squamous-cell carcinoma of the skin, and 139 pa- 
tients with exfoliative dermatitis were compared 
with the specimens obtained from the 35 patients 
with Bowen’s disease. In 4 of the 35 patients with 
Bowen’s disease, the lesions invaded the corium 
as squamous-cell carcinoma; in 2 of the 4 there was 
metastasis to internal organs. Patients with Bowen’s 
disease were statistically similar to those with senile 
keratosis in regard to the prevalence of associated 
primary internal cancer. In contrast, patients with 
primary cutaneous squamous-cell carcinoma had a 
much lower incidence of internal cancer than did 
those who had Bowen’s disease. Primary internal 
cancer was much less frequent in patients with ex- 
foliative dermatitis than in those with Bowen’s dis- 
ease, but the prevalence of lymphomas was about 
equal in the 2 groups. The association of Bowen's 
disease of the skin with internal and cutaneous 
cancer may well represent a cutaneous manifesta- 
tion of a systemic carcinogenic disease process. 


The Effect of ACTH and Hydrocortisone on the 
Human Sebaceous Gland. J. S. Strauss and A. M. 
Kligman. J. Invest. Dermat. 33:9-14 (July) 1959 
[Baltimore]. 


An experimental study of the changes in human 
sebaceous glands after the administration of corti- 
cotropin (ACTH) and hydrocortisone was made by 
the authors, the subjects being 16 mentally de- 
fective inmates of the New Jersey State Colonies at 
Woodbine and Vineland. The subjects were divided 
into 3 groups: Group A comprised 6 prepuberal 
males; group B, 6 postpuberal females; and group 
C, 4 postpuberal males. In each group, half of the 
subjects received ACTH (Acthar gel) and the other 
half received hydrocortisone (Cortef). The doses of 
ACTH were 80 units 3 times a week in groups A 
and B, and 40 units daily in group C; Cortef was 
given in daily doses of 60 mg. to group A, 100 mg. 
to group B, and 80 mg. to group C. The duration 
of the treatment was 3 to 12 weeks in group A, 4 
weeks in group B, and 6 weeks in group C. Control 
biopsy specimens were taken from the cheek before 
treatment, and from the contralateral cheek after 
varying intervals following administration of the 


drugs. 
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The changes in the sebaceous gland size were esti- 
mated by mere visual inspection; changes so small 
as to be undetectable by visual inspection would 
have no clinical significance. Three subjects in 
group A, 2 in group B, and none in group C showed 
glandular enlargement following administration of 
Acthar gel. Among those receiving Cortef, 2 in 
group A, 1 in group B, and none in group C showed 
glandular enlargement. The absence of visible 
changes in group C subjects is consistent with the 
fact that in postpuberal males the androgen-stimu- 
lated sebaceous glands have already attained maxi- 
mum size and cannot develop further. In the sub- 
jects in whom enlargement of the sebaceous glands 
took place, the change was more consistently related 
to the administration of ACTH than to the admin- 
istration of hydrocortisone. As the potentiality of 
developing acne is in proportion to the glandular 
size, the authors consider that ACTH has a greater 
acneigenic potency in comparison with the corti- 
costeroids. It is also their opinion that induced acne 
is essentially the same and evolves in essentially the 
same way as spontaneous acne vulgaris. 


Contact Dermatitis to Phenothiazine Drugs. D. 
Goodman and M. M. Cahn. J. Invest. Dermat. 
33:27-29 (July) 1959 [Baltimore]. 


The occurrence of severe contact dermatitis and 
of other side-reactions, such as chlorpromazine 
hepatitis, has become rather frequent in association 
with the use of the so-called “tranquilizing” pheno- 
thiazine derivatives. The authors report a case of 
skin sensitization which developed after exposure 
to an experimental phenothiazine derivative, piperi- 
dylchlorophenothiazine (NP-207). The patient, a 
31-year-old laboratory worker, while handling 
NP-207 during a pharmacological experiment, de- 
veloped erythema and pruritus, which became a 
severe eczematous eruption covering the palmar 
surfaces of the fingers and the hands. The lesions 
improved gradually during a 10-week period of 
treatment and avoidance of contact with the drug. 
Nine months later, after a similar occurrence, the 
patient was patch-tested on the forearms with solu- 
tions of NP-207 and several other phenothiazine 
derivatives. All reactions were positive. One month 
later the patch tests were repeated with the same 
compounds plus many others in varying concen- 
trations. After removal of the patches the test sites 
were exposed to 2 hours of intense sunlight. After 
4 testings the patient became strongly sensitive to 
promethazine (Phenergan ), indicating a new sensi- 
tization to this agent. Two control subjects, patch- 
tested under the same experimental conditions, did 
not develop any positive reactions. } 

The analysis of the skin reactions of this patient 
indicates that the compounds eliciting positive 
manifestations were those containing a chlorine 
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atom in the 2- position of the phenothiazine nucleus. 
The structure of the side-chain did not seem to 
cause any allergic sensitization, and exposure to 
streng sunlight did not seem to affect the severity 
of the reactions. These experimental data suggest 
a possible structure-activity relationship which may 
be a factor in developing allergic skin reactions to 
phenothiazine derivatives and may be related to 
other side-manifestations that seem to have an 
allergic basis. 


Local Injection of Vitamin A (Keramin) for Plantar 
Verruca. R. S. Gilbert and M. J. Williams. U. S. 
Armed Forces M. J. 10:843-847 (July) 1959 [Wash- 
ington, D. C.]. 


The authors cite earlier reports on the effective- 
ness of vitamin A in the treatment of dermatological 
disorders associated with hyperkeratosis, and report 
on their own use of an aqueous vitamin A prepara- 
tion, available as Keramin injection, in the treat- 
ment of plantar verruca in 100 patients at the U. S. 
Naval Training Center, San Diego, Calif. Keramin 
injection has a vitamin A activity of 50,000 units per 
milliliter. Although it has several other constituents, 
vitamin A seems to be the only active ingredient. 
The area to be treated is prepared with tincture of 
Merthiolate and anesthetized with 1% lidocaine 
(Xylocaine) hydrochloride containing 1:100,000 
epinephrine. Anesthesia is usually effective with 
only 1 ml. A tuberculin syringe with a 26-gauge 
¥%-in. needle is used for both anesthesia and Kera- 
min injection. For injection of the anesthetic, the 
needle should be introduced at a point just outside 
the visible periphery of the lesion, and the solution 
deposited beneath the lesion. Keramin is injected 
deep into the verruca. The initial dosage should not 
exceed 0.1 ml. per square centimeter of verrucose 
area. Further injections are given at weekly intervals 
with the dosage increased weekly up to 0.3 ml. In 
cases of mosaic verrucae, or in an exceptionally large 
single plantar verruca, the lesion may be injected 
from several angles, at which time more than 0.3 ml. 
is needed. All patients remain ambulatory with only 
an adhesive strip for dressing. No arch supports or 
felt padding were used in the cases reported. 

The local injection of Keramin (vitamin A) into 
plantar warts resulted in complete resolution in 82 
and relief of pain in 95 of the 100 patients. No 
recurrence was observed within a 6-month period 
of observation. Keramin injection appeared to be 
equally effective in all 3 types of plantar verrucae. 
It is especially valuable in the multiple and mosaic 
varieties where other methods are inadequate. Ex- 
tensive surgery with skin grafting, radiation, and the 
stronger caustics may now be avoided. The only 
side-reaction with Keramin was itching, which 
occurred in a small percentage of the patients. 
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INDUSTRIAL MEDICINE 


Influenza Vaccination, Reaction Rates, and Ab- 
sentee Experience. A. F. Mangelsdorff and P. H. 
Kriedt. A. M. A. Arch. Indust. Health 20:28-35 
(July) 1959 [Chicago]. 


The authors cite a number of publications on the 
1957-1958 pandemic of Asian influenza and report 
that in August, 1957, vaccination with an influenza 
virus vaccine containing the Asian strain was offered 
to the employees of the Prudential Insurance Com- 
pany of America. A polyvalent vaccine, containing 
500-cc. A units per milliliter of type A, A’, B, and 
the Asian strain viruses, was used throughout the 
organization, except for the Canadian office where 
a monovalent vaccine, containing 200-cc. A units of 
Asian strain virus, was used. The vaccination pro- 
gram was started during the first week of Septem- 
ber, 1957. Inoculations of polyvalent influenza virus 
vaccine with the Asian strain were given to 16,210 
employees, the subcutaneous method of adminis- 
tration being used. A total of 170 persons were re- 
jected because of sensitivity to egg or egg products; 
153 were rejected because of a history of severe 
asthmatic or hay fever reaction. 

In order to calculate the effectiveness of the 
preventive influenza virus vaccination program, the 
absentee rate at Prudential was compared with that 
of 2 other companies of similar size and nature. One 
of the latter gave the influenza virus vaccine late in 
October; the other gave no vaccine. A diagram 
graphically shows the rate of absenteeism in the 3 
companies in 1956 and 1957. In September, there 
was very little difference between the 1956 and 
the 1957 absentee rate. In October, however, 
the company giving no vaccine showed a 102% 
increase, while the company giving the vaccine late 
in October showed a 98% increase. Prudential 
showed only a 65% increase in absence, and in 
November the absentee rate was similar for both 
1956 and 1957. From these figures it has been cal- 
culated that, excluding the days lost because of the 
reactions to the vaccination program, the Prudential 
employees were able to avoid 1,600 days of illness. 


Occurrence of Certain Cancer Forms Among Gas- 
Plant Workers. A. Bruusgaard. Tidsskr. norske 
leegefor. 79:755-756 (June 15) 1959 (In Norwegian) 
[Oslo]. 


The tumor forms which have been in the search- 
light as possibly due to occupational conditions in 
the gasworks industry are particularly tumors in 
the respiratory tract and the urinary tract. Autopsy 
in 125 cases of death among gas-plant workers re- 
vealed 12 cases of malignant tumors in the respira- 
tory tract, 5 cases of cancer of the bladder, and 3 
cases of cancer of the esophagus; 21 cancers were 
in other locations. The number of cancers in the 
respiratory tract was higher than was expected, as 
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was the percentage of these cancers among the 
total number of cancers. The possible occupational 
cause of cancer in the respiratory tract is assumed 
to depend, in part, on the abundant smoke and 
dust connected with the manufacture of products 
containing tar and pitch, which contain cancer- 
producing substances. Such conditions are espe- 
cially common among the so-called retort-house 
workers. 


THERAPEUTICS 


Corticosteroids in the Management of Tuberculous 
Lymphadenitis. J. B. L. Mathur and B. K. Khanna. 
J. Indian M. A. 32:403-404 (May 16) 1959 [Calcutta]. 


While chemotherapy has superseded most other 
methods previously used in the management of 
tuberculous lymphadenitis, it has been realized that 
some patients may fail to respond to chemotherapy 
or the response may be delayed. In such cases ad- 
dition of corticosteroids has been known to hasten 
the resolution of the tuberculous lymph node in- 
volvement. Six patients with tuberculous lym- 
phadenitis have been treated successfully by the 
administration of 5 mg. of prednisolone per day 
along with the usual chemotherapy. Three of these 
cases are reported here. The prednisolone was 
given along with streptomycin and isoniazid. The 
authors consider it- significant that prednisolone 
proved effective in the low dosage of 5 mg. per 
day. They feel that corticosteroids in such low 
dosage act as replacement therapy and exert their 
beneficial effect by enhancing the host resistance. 
The safety of such small doses needs no comment. 


Effect of a New Hormone, Triamcinolone, Com- 
bined with Specific Treatment in Tuberculosis. 
J. A. Pilheu and J. A. Iannello. Rev. Asoc. méd. 
argent. 73:125-130 (April) 1959 (In Spanish) [Buenos 
Aires]. 


The new cortisone derivative, triamcinolone 
(Ledercort), has a more powerful anti-inflammatory 
effect than prednisone; it is also free from mineralo- 
corticoid effects (water, chloride, and sodium re- 
tention, or increased elimination of potassium). It 
has been used clinically with the same results as, 
and in smaller doses than, prednisone. The authors 
have used this new corticosteroid in association 
with specific therapy for tuberculosis in the follow- 
ing conditions: patients with grave tuberculosis to 
whom no previous treatment has been given; pa- 
tients who have had previous treatment in whom 
there is laboratory evidence of sensitivity to iso- 
niazid or streptomycin; and patients with advanced 
tuberculosis who after weeks or months of treat- 
ment show no clinical or radiologic improvement. 
The duration of the combined treatment has been 
from 4 to 6 weeks, the daily dose of triamcinolone 
amounting to 4 mg. 
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Four typical cases from the authors’ experience 
are presented as illustrations of the technique and 
results of the therapeutic use of triamcinolone in 
pulmonary tuberculosis. These included cases of 
grave, untreated tuberculosis, tuberculosis asso- 
ciated with bronchial asthma, tuberculosis as- 
sociated with malaria, and grave tuberculosis in 
which there was intolerance to PAS. In the first 3 
cases the treatment resulted in both clinical and 
radiologic improvement; in the 4th case the intoler- 
ance to PAS disappeared, and the patient’s general 
condition improved gradually. The following con- 
ditions must be present in order to warrant admin- 
istration of triamcinolone to tuberculous patients: 
sensitivity of the tubercle bacilli to antituberculous 
drugs (streptomycin, PAS, isoniazid); inclusion of 
isoniazid in the therapy; and normal levels of gly- 
cemia. 


The Results of the Treatment with Tolbutamide of 
200 Diabetic Patients: A Discussion of Secondary 
Failure. J. M. Moss, DeW. E. De Lawter and J. J. 
Canary. Ann. Int. Med. 50:1407-1417 (June) 1959 
[Lancaster, Pa.]. 


The authors report on 200 patients with diabetes 
mellitus, who were treated with tolbutamide in the 
diabetic clinic of the Georgetown University Hos- 
pital in Washington, D. C., or in the offices of the 
authors. Thirty-seven patients had had no previous 
treatment for diabetes mellitus, and 118 had pre- 
viously been given from 5 to 80 units of insulin for 
from a few weeks to as much as 20 years. Most of 
the patients were instructed to follow a measured 
diabetic diet, but it was obvious that many of the 
obese patients continued to eat excessively. Most 
of the patients were started on 2 Gm. of tolbuta- 
mide daily, with the dose adjusted according to 
their response. Six obese patients were given a 


- placebo of sodium bicarbonate before and after 


the administration of tolbutamide. 

Good or excellent results were obtained in 98 
patients (49%); 34 patients (17%) showed no demon- 
strable benefit from the administration of the drug; 
and 32 (16%) obtained a temporary beneficial effect 
followed by a secondary failure to respond. In 18 
of these 32 patients the failure occurred after 6 
months of treatment, and in 14 it occurred before 
completion of 6 months of tolbutamide treatment. 
Six of the 32 patients were aged less than 40 years. 
Three patients had had ketosis in the past. Six had 
had diabetes for more than 10 years. Eight were 
underweight, and 14 were grossly obese. Of the 29 
who had taken insulin previously, 4 had taken more 
than 40 units daily. In 4 patients the failure was 
apparently precipitated by progression of cirrhosis, 
acromegaly, lupus erythematosus, and empyema. 
In 7 patients there was no obvious cause for the 
secondary failure. Because this secondary failure 
cannot always be predicted, it is important that 
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patients on tolbutamide therapy be followed at 
intervals of from 4 to 8 weeks after initial stabil- 
ization. 

The best results were obtained in the nonketotic, 
asymptomatic older patients with diabetes mellitus 
who were of near-normal weight and who took less 
than 40 units of insulin. Most of the primary and 
secondary failures were in patients who did not 
meet these criteria. Six obese patients obtained 
better results from a placebo than they did from 
tolbutamide. The good results often reported in 
obese patients are due to reduced caloric intake 
rather than to tolbutamide. Obese patients should 
be treated by diet alone, and tolbutamide used only 
if hyperglycemia persists. Eleven patients under- 
went major surgical interventions and 2 had normal 
pregnancies while their diabetes mellitus was con- 
trolled with tolbutamide. These conditions do not 
preclude the use of tolbutamide. There were no 
significant toxic effects from the drug. 


PUBLIC HEALTH 


Large-Scale Use of Sabin Type 2 Attenuated Polio- 
virus Vaccine in Singapore During a Type 1 
Poliomyelitis Epidemic. J. H. Hale, M. Doraising- 
ham, K. Kanagaratnam and others. Brit. M. J. 
1:1541-1549 (June 20) 1959 [London]. 


Records on poliomyelitis in Singapore after 1946 
showed that among the locally domiciled population 
cases occurred throughout the year. The majority 
of cases were seen in children under the age of 2 
years, and the general picture was that of an area 
in which poliomyelitis was endemic, but with peri- 
odic increases in the number of cases. In August, 
1958, cases of poliomyelitis due to the type 1 virus 


began to be reported, numbers increasing rapidly - 


so that epidemic conditions existed. The occurrence 
of poliomyelitis in children over the age of 8 years 
was a further indication of the changing pattern of 
the poliomyelitis picture. It had been suggested by 
the World Health Organization expert committee 
on poliomyelitis in 1958 that in the face of an im- 
pending epidemic or where poliomyelitis of the 
infantile type is endemic, especially where signs 
are indicative of an imminent shift to the epidemic 
form of the disease, a trial of attenuated vaccine 
might be attempted. Both these conditions existed in 
Singapore, and the Minister of Health decided to 
offer, on a voluntary basis, immunization with the 
attenuated poliomyelitis virus vaccine. Although 
the epidemic was due to the type 1 virus and all 
reported cases were shown to be infected with this 
serologic type, it was decided to use a vaccine of 
the type 2 attenuated virus for various reasons, 
which are explained. 
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The type 2 attenuated poliomyelitis virus vac- 
cine was obtained from Dr. Sabin, who agreed to 
release the vaccine on condition that adequate 
laboratory control could be assured. The Health 
Department of the Singapore Government set up a 
number of vaccination centers. The temperature of 
children attending the centers was taken, and if this 
was normal, they were given 0.1 ml. of a 1/10 
dilution of the tissue culture fluid in a teaspoonful 
of sirup. A number of children were bled just be- 
fore administration of the vaccine, and the type of 
poliomyelitis antibodies present in their serums 
was ascertained. The type 2 attenuated poliomyeli- 
tus virus vaccine was administered to 198,965 chil- 
dren, between the ages of 3 months and 10 years. 
Paralysis due to the type 1 poliomyelitus virus 
developed in only 6 of these vaccinated children. 
During the same period of time—that is, one week 
after the start of the vaccination campaign to the 
close of the epidemic—there were 179 paralytic 
type 1 cases among approximately 300,000 non- 
vaccinated children of the same age group. 

No untoward effects followed the vaccination, 
and no case of paralysis due to the type 2 virus 
occurred in the vaccinees. Antibody response to 
the vaccine was highly satisfactory, although a small 
proportion of the children in the younger age groups 
failed to give detectable antibodies after vaccina- 
tion. Some of the virus strains excreted by vaccinees 
showed slight increases in virulence to monkeys 
tested by intraspinal inoculation. This was not a 
progressive phenomenon, and strains isolated from 
contacts, where it could be assumed that at least 
one human passage had taken place, were no more 
virulent than those obtained direct from vaccinees. 
Only one case of paralytic poliomyelitis due to the 
type 2 virus occurred in a nonvaccinated child, and, 
as it was shown that wild virulent type 2 strains 
were circulating in a neighboring community, it 
was thought that this case could well have resulted 
from infection with such a wild strain. 


Antigenic Variations Among Type 1 Polioviruses: 
A Study of 16 Wild-Type Strains and 5 Variants. 
H. A. Wenner, I. Archetti and G. R. Dubes. Am. J. 
Hyg. 70:66-86 (July) 1959 [Baltimore]. 


This study is one of several made to ascertain the 
extent of antigenic variation among poliomyelitis 
viruses. The practical importance of this research 
relates to the degree of antigenic homogeneity of 
various strains of poliovirus, and to the relationship 
of these to polioviruses used in inactivated or live 
attenuated virus vaccines. The study is concerned 
not only with the elucidation of intratypic antigenic 
structure but also with the extent to which these 
strains of poliovirus share heterotypic antigens. In 
earlier studies on type 2 strains it was found that 
the antigenic components entering into the constitu- 
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tion of these type 2 strains differed, making it pos- 
sible to classify them into 3 major categories, 
namely, strains identical or closely related to the 
Lansing virus, strains distinctly different from the 
Lansing virus, and intermediate strains. The same 
methods were used in the present study with these 
exceptions: 1. The antigenic constitutions of the 
type 1 strains were analyzed with serums prepared 
in rabbits as well as in monkeys. 2. The method of 
complement fixation was used in addition to serum 
neutralization in the determinations of antigenic 
cross relationships. 3. A plaque method of measur- 
ing neutralization was developed for the present 
study and used for some antigenic comparisons. 
Sixteen type 1 strains of poliovirus were selected 
on the basis of their rather wide distribution in 
time and place of original isolation. An antigenic 
analysis was made by means of the cytopathogenic 
roller tube, metabolic-inhibition, and complement- 
fixation methods. This analysis indicated that these 
wild-type strains share major antigens, but it also 
showed that these strains are very probably not 
antigenically homogeneous. These wild-type viruses 
cannot be placed in antigenic categories within type 
1; rather, the pattern of “R” values obtained sug- 
gested that these polioviruses can be regarded as 
independent antigenic deviates. A plaque method 
for measuring neutralization was developed and 
used because it gave more reproducible “R” values 
than the other methods. By the plaque method 3 
strains (Australia 4205, Breit, and Zellner) were 
» Clearly shown to differ from each other antigenical- 


ly, thus giving support to differences observed with 


the other methods. Similar studies of 5 variants of 
the Akron strain of type 1 poliovirus provided no 
evidence that they are antigenically different from 


wild-type Akron. 


Antigenic Variations Among Type 3 Polioviruses. 
G. R. Dubes, I. Archetti and H. A. Wenner. Am. J. 
Hyg. 70:91-105 (July) 1959 [Baltimore]. 


This report is concerned with antigenic variations 
among 9 type 3 poliomyelitis virus strains. Neutrali- 
zation and complement-fixation tests revealed that 
not all type 3 viruses are identical in antigenic 
structure. The extent of antigenic relationship be- 
tween all possible pairs of these strains ranged 
from 22 to 107%, with an average of 49%. This group 
of 9 strains was not found to be divisible into anti- 
genic categories. For each of 2 of these 9 strains 
more than one kind of virus was included in the 
study: 5 different viruses of the Leon strain and 2 
different viruses of the Mantova strain were used. 
These viruses were used to gain an estimate of 
possible antigenic variations within a strain. By 
using these viruses, the average intrastrain “R” 


value obtained was 86% (range, 56 to 122%), thus . 


indicating that more variation was encountered 
among than within strains. Turbid-plaque-produc- 
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ing viruses of the Leon and Mantova strains were 
found to be paralytogenic for the monkey by the 
intramuscular route; these viruses were genetically 
labile, mutating to clear-plaque-producing viruses 
which had a selective advantage in monkey-kidney 
tissue cultures and which were of reduced virulence 
for the monkey. 


Immediate Sensitivity Reaction to Poliomyelitis 
Vaccine. W. O. Thomson and D. J. B. Fletcher. 
Brit. M. J. 2:39-41 (July 11) 1959 [London]. 


The authors report on a 24-year-old nurse, who 
was sensitive to penicillin and, to a less extent, to 
streptomycin, and in whom angioneurotic, perior- 
bital edema and mild shock occurred after the 
intramuscular injection of 1 cc. of poliomyelitis 
vaccine. Twenty-four hours later the patient had 
returned to normal. Because of the potential danger 
of contracting poliomyelitis in her work, it was de- 
cided that, despite this reaction, her immunization 
should be completed. Forty-one days after her 
initial vaccination the patient was referred to a 
special clinic for patients who wish to be vaccinated 
against poliomyelitis but who have asthma, eczema, 
hay fever, or allergic conditions. A course of small 
doses was planned, each to be given at weekly 
intervals, as past experience had shown that this 


technique was the safest with allergic persons. To 


this end, 0.1 cc. of poliomyelitis vaccine was given 
intradermally in the left forearm. Within 2 minutes 
a wheal developed at the site of the injection, sur- 
rounded by an area of erythema. At the same time 
the patient complained that her eyes were irritable. 
Over the next half hour the wheal on the forearm 
grew to a size of about 2% by 1’ in. (6.4 by 3.8 cm.), 
and the erythema covered most of the forearm. 
Gradually her eyes became puffy, and over the next 
10 to 15 minutes periorbital edema developed and 
increased. Restlessness, agitation, and marked 
trembling of the hands were noted. About half an 
hour after the administration of the test dose urti- 
caria was noted on the patient's wrists, upper arms, 
and upper thighs. Five hours after the injection, 
her eyes were still slightly puffy, but most of the 
swelling had disappeared, as had the general 
erythema, the urticaria, and the wheal on the 
forearm. 

Before poliomyelitis vaccine is administered, it is 
essential that the patient (and in the case of a child 
the parents) should be asked if there is a history of 
sensitivity to penicillin or streptomycin. If there is 
any doubt, a test dose should be given intrader- 
mally. For those who are penicillin-sensitive, a 
penicillin-free vaccine should be available, and 
penicillinase should be administered before vac- 
cination. The chief safeguard, however, is to ensure 
that the medical practitioner is aware of the poten- 
tial risk to patients sensitive to penicillin or 
streptomycin. 
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BOOK REVIEWS | 


Respiratory Physiology and Its Clinical Application. By 
John H. Knowles, M.D., Chief of Pulmonary Disease Unit 
and Assistant in Medicine, Massachusetts General Hospital, 
Boston. Cloth. $5.25. Pp. 256, with 8 illustrations. Harvard 
University Press, Cambridge 38, Mass.; Oxford University 
Press, Amen House, Warwick Sq., London, E.C. 4, England, 
1959. 


For the past decade a few laboratories through- 
out the country have studied intensively the prob- 
lems of developing laboratory methods for the 
study of pulmonary function. Recently a widespread 
interest in these methods has developed. Hospitals 
in every community are equipping pulmonary func- 
tion laboratories. Realizing this spread in applica- 
tion, the author has brought together a clear 
description of principles, methods, and limitations 
of the tests developed by these several groups, with 
a discussion of the findings in the various states of 
chronic pulmonary disease. In 200 pages, with a 
minimum of graphs and charts, and with 400 refer- 
ences, the author has been able to present this 
work in an excellent manner. The style is simple 
and clear. The content is accurate, embracing all 
of the complexities of respiratory physiology, with- 
out requiring the reader to master them in under- 
standing the test. The net result is a broad, clear 
picture of what has been accomplished in the de- 
velopment of pulmonary function testing. 

The result from the standpoint of the clinical 
physician is disappointing. Ventilatory studies and 
a more liberal use of arterial puncture for blood 
gas analysis are the only tests which are productive 
of reliable information. Although improved spiro- 
metric techniques have produced information that 
correlates more accurately with the patient's clinical 
status, this type of information has always been 
available in the form of vital capacity measure- 
ments. Also, the study of arterial blood gases con- 
tinues to be hampered by the inability to measure 
oxygen tension directly. The remaining interesting 
and essential tests of pulmonary function cannot as 
yet be recommended for routine use. This is not 
necessarily because of the personnel and/or equip- 
ment required, but because the tests for gas dis- 
tribution, gas diffusion, perfusion-diffusion ratios, 
lung elasticity, and the work of breathing are not 
yet ready for clinical application. Nitrogen wash- 
out studies, Riley’s gas equilibration techniques, 
and measurements of lung compliance have not yet 
yielded significant quantitation data useful at a 
clinical level. 

From the standpoint of the author much has been 
accomplished in the development of these tests. 
This judgment is valid and understandable if one 
is content with accurate quantitation of clinical 


defects as an end in itself. The spread of interest 
in pulmonary function testing has arisen, not from 
the development of or accomplishments in this field 
but because of the recent success in the treatment 
of pulmonary tuberculosis and the increasing num- 
ber of patients with chronic pulmonary disease. 
The physician confronted with these patients and 
supplied with a laboratory for pulmonary function 
testing wants to know what can be done by these 
methods. It is discouraging to find that he can but 
reassure himself as to the degree of the patient’s 
ventilatory defect. The lack of wholehearted in- 
corporation of these testing methods into clinical 
medicine may be due more to their deficiencies 
than to the clinician’s unawareness of their benefits. 
Development in this field must be stimulated, not 
on the basis of past accomplishments but by what 
remains to be accomplished. The widespread gen- 
eral use of the pulmonary function laboratory 
should place an added stimulus on the backward 
research laboratories and demand of them a re- 
orientation of endeavor to keep pace with the re- 
quirements of clinical medicine. 


A Short Textbook of Radiotherapy for Technicians and 
Students. By J. Walter, M.A., B.M., M.R.C.P., and H. Mil- 
ler, M.A., Ph.D., F.Inst.P. Second edition. Cloth. $10. Pp. 
527, with 303 illustrations. Little, Brown & Company, 34 
Beacon St., Boston 6; J. & A. Churchill, Ltd., 104 Gloucester 
Pl., Portman Sq., London, W. 1, England, 1959. 


This is the second edition of a book originally 
published in 1950. As stated in the preface, it is 
based on a series’of lectures given for student tech- 
nicians. The style of writing is excellent, giving a 
clear and concise orientation of the material essen- 
tial for an understanding of the problems of radio- 
therapy. While primarily intended for technicians, 
the book also should prove of great value to phy- 
sicians undergoing training in radiotherapy as a 
preface to more detailed study of the subject. Of 
particular value is the clear and readable discus- 
sion of physics and the principles of radiotherapy, 
as a contrast to the more formal and often confus- 
ing approach so often encountered. The second 
half of this book deals with radiation techniques. 
This subject is covered in short and terse descrip- 
tions of techniques applicable to disease in which 
radiation therapy is indicated. For the technician 
this is adequate and for the physician therapist it 
is an excellent guide for further study. This book 
should be a valuable addition to the library of all 
radiologic departments for use by technicians and, 
in particular, by those concerned with the training 
of technicians and physicians who are radiation 
therapists. 
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QUESTIONS AND ANSWERS 


PROLONGED INCREASED 

SEDIMENTATION RATE 

To THE Epitor:—What is the significance of a 
persistently rapid sedimentation rate in the man 
here described? He is 53 years old and has had 
a cough for six weeks. Several sedimentation 
rates determined during this time were 90, 78, 
and 100 mm. per hour, and the present rate is 
92 mm. per hour. During the first two weeks of 
the illness fine crepitant rales were present 
throughout the right lung and the roentgeno- 
graphic findings were “increased interstitial mark- 
ing through right lung.” He was almost afebrile 
during the six weeks. Culture of sputum revealed 
streptococci, staphylococci, and pneumococci, and 
there was no growth of tubercle bacilli. Is chronic 
bronchitis sufficient cause for a rapid sedimenta- 
tion rate? 1s a patient with virus pneumonia ever 
afebrile, and could a rapid sedimentation rate 


persist for six weeks? M.D., Oregon. 


ANSWER.—A_ sedimentation rate of the given 
magnitude and duration is not unusual in a patient 
with the clinical and physical findings presented. 
There is evidence of a pulmonary disease to cause 
an elevated sedimentation rate. The exact diag- 
nosis may be revealed by further study. Chronic 
bronchitis is not likely to give a greatly increased 
sedimentation rate but may do so if complicated 
by destruction of the bronchial wall or by pul- 
monary involvement. A patient with virus pneu- 
monia may be afebrile after the first few days of 
illness, and an increased sedimentation rate has 
been observed to persist for long periods. Six 
weeks is by no means excessive. The value of an 
elevated sedimentation rate would be to stimulate 
the search for other diseases of infectious or neo- 
plastic nature. It must be remembered that au- 
thenticated rare instances of high sedimentation 
rates without an apparent organic disease have 
been recorded. 


RADIATION AND REPRODUCTION 


To THE Epitor:—A 38-year-old woman had a radi- 
cal mastectomy to remove an adenocarcinoma 
five years ago. She also received treatment with 
x-ray. She can remember no particular precau- 
tion to shield her pelvic organs during the treat- 


The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted 


ment. She was told that she could have children 
if she remained free from recurrence of cancer 
for fwe years. Results of subsequent examinations 
and annual roentgenograms of the chest have 
been negative. The operative site has been free 
of new tumor growth. The patient became preg- 
nant and had a normal pregnancy. She was 
delivered in August, 1958, of a 7-lb. (3,175-Gm.) 
girl; and an examination of the baby by a pedia- 
trician revealed no congenital anomalies. Due to 
recent newspaper articles the patient and her 
husband want to know if future pregnancies 
would be advisable. Because of the genetic 
hazard of therapeutic radiation would there 
be an increased chance of a mutation in later 
generations? 


Werner Steinberg, M.D., Linden, N. J. 


ANSWER.—It is necessary to establish the amount 
of radiation exposure in order to consider such 
problems in terms of potential radiation hazard. 
From the information given, we do not have the 
needed data, but it would seem reasonable to as- 
sume that her ovaries received a total dosage of 
5 to 10 rads. The radiation was received within a 
short period of time, but one can compare it with 
the figures given by. geneticists for reasonable 
limits of accumulated dosage during procreative 
life. They give 10 rads as the limit for average 
segments of a population. Larger amounts are con- 
sidered acceptable for an individual within the 
population and 5 to 10 rads are within the dosage 
range due to a 30-year accumulation from the 
natural background. One cannot say there is no 
genetic hazard associated with any specific amount 
of radiation, but, in light of our present knowledge, 
we can say it would carry only a small risk and 
is acceptable. The problem should not be con- 
fused with that which involves radiation during 
fetal development, which is a different risk for the 
production of congenital anomalies. 


TRANQUILIZERS AND 
OPERATIVE MANAGEMENT 
To THE Eprror:—Should elective operations be de- 
ferred for eight days if a patient has been taking 
tranquilizing medication? 
M.D., Pennsylvania. 


ANSWER.—“Tranquilizer” is a general term ap- 
plied to a group of drugs which includes antihyper- 
tensives, sedatives, hypnotics, and agents that 
produce emotional calmness without accompanying 
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depression of alertness. A few, such as prometha- 
zine, are used in premedication and as a supple- 
ment during general anesthesia. Use of others 
should be discontinued before operation because 
of dangerous side-effects. 

When the patient has been taking a Rauwolfia 
alkaloid, severe hypotension and bradycardia may 
occur on induction of anesthesia; therefore, therapy 
should be stopped three or four days before elec- 
tive operations. If emergency care is necessary, 
0.5 mg. of oxyphenonium and 5 mg. of metham- 
phetamine may be given intravenously before in- 
duction. The phenothiazine derivatives such as 
chlorpromazine, promazine, and mepazine often 
cause postural hypotension and peripheral vaso- 
dilatation, which are hazardous during anesthesia. 
Use of these drugs should be discontinued two 
days before elective procedures. If hypotension 
occurs during anesthesia, Trendelenburg position 
and large doses of phenylephrine are used. Pro- 
methazine is one drug in this group with practically 
no disturbing toxicity or side-effects when given 
in therapeutic doses. It can be safely used before 
and during anesthesia. 

Meprobamate is a hydroxypropane derivative 
with marked sedative and muscle-relaxing action. 
Rare cases of allergic reactions and nonthrombo- 
cytopenic purpura have been reported. No contra- 
indication exists to its use immediately prior to 
operation. Hydroxyzine therapy may be continued 
until operation, and miscellaneous sedatives such 
as ethchlorvynol, ethinamate, glutethimide, and 
methyprylon are safe for use immediately prior 
to operation. 


SUBENDOCARDIAL ISCHEMIA 
To tHE Eprror:—What characterizes the electro- 
cardiographic diagnosis of subendocardial ische- 
mia and/or subendocardial necrosis? What is its 
relationship to the microscopic and macroscopic 
lesions involved? 
Walter R. Tobin, M.D., Miami, Fla. 


Answer.—Subendocardial ischemia is character- 
ized on the electrocardiogram by S-T segment 
depression. T-wave negativity, principally in the 
precordial leads, may or may not be present; ab- 
normal Q waves and reduced R-wave amplitude 
are absent. Return to normal or preattack contour 
of electrocardiographic tracings occurs in from 
several hours to several days (usually a week or 
less). The implication is that this situation (sub- 
endocardial ischemia) is to be distinguished from 
the evanescent electrocardiographic changes seen 
with typical angina pectoris on the one hand and 
the classic stigmata of “transmural infarction” on 
the other. 

Studies demonstrate that these electrocardio- 
graphic changes usually accompany myocardial 
necrosis in subendocardial tissue, where the damage 
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may be confined to discrete microscopic foci or may 
involve a grossly visible layer. This gives the name 
subendocardial ischemia and/or subendocardial ne- 
crosis (of myocardial tissue) to the electrocardio- 
graphic alteration that may be due to such tissue 
change. It is usually seen in patients with coronary 
atherosclerosis. Since the electrocardiographic pic- 
ture is not pathognomonic of this condition alone, 
one must not overlook the need for a complete his- 
tory and clinical and laboratory data in arriving at 
a definitive diagnosis. 


To THE Eprror:—A 55-year-old woman had symp- 
toms of dyspnea and precordial pain. Her blood 
sugar level was 480 mg. per 100 ml. and she had 
no history of diabetes. The electrocardiogram 

indicated auricular tachycardia (rate, 140 per 
minute), a horizontal cardiac position, and prom- 
inent R waves in precordial leads V, to V3 in- 
clusive. A roentgenogram revealed an enlarged 
left ventricle and atherosclerosis of the aortic 
arch. A few days later the blood sugar level was 
normal and the high R waves in the V leads were 
replaced by normal S waves. What caused these 
changes? 

William Schwartz, M.D., Fall River, Mass. 


ANSWER.—To explain the electrocardiographic 
phenomena in this case, one may assume that there 
is decreased coronary blood flow due to atheroscle- 
rosis. A ventricular rate of 140 per minute causes 
some impairment of coronary volume flow; this, 
added to the decrease of coronary vessel size, 
would be sufficient to produce transitory myocardial 
ischemia. The septal region would be involved to 
produce an incomplete right bundle-branch block. 
This would account for the prominent R waves in 
V, to V;. After restoration of normal sinus mecha- 
nism, the incomplete right bundle-branch block 
would disappear and allow the appearance of nor- 
mal S waves in the V leads. It is possible that the 
hyperglycemia might have caused the auricular 
tachycardia, but this is speculative. In this patient's 
electrocardiogram the prominent R waves did not 
indicate right ventricular hypertrophy. 


HERPES SIMPLEX OF EYE 

To THE Eprror:—A 10-year-old boy recently recov- 
ered from a bilateral herpes simplex infection of 
his eyes. What can be done to prevent recurrent 
infection? Is there any value in vaccination with 
smallpox or influenza virus? What is the inci- 
dence of recurrent herpetic infection? What is 
the incidence of blindness with recurrent in- 
tection? 

Robert E. Sandlin, M.D., Antioch, Calif. 

ANSWER.—Herpetic keratitis is usually seen as an 


acute primary keratoconjunctivitis associated with 
a herpes simplex labialis or stomatitis. Antibiotics 
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do not affect the herpes virus, but the topical use 
of antibiotics is indicated to prevent secondary 
bacterial infection. The virus can be destroyed 
only by the removal of the parasitized cells, either 
with such antiseptics as iodine or ether or by 
mechanical denudation. 

After a primary herpetic keratitis, antibodies de- 
velop and a relative local immunity results which 
lasts for a period of several months, but the oppo- 
site cornea is still vulnerable to infection. Vacci- 
nation with either smallpox or influenza vaccine 
has failed to provide protection. The best precau- 
tions against recurrent inflammation are the avoid- 
ance of such precipitating factors as trauma, stin- 


burn, fever, emotional anxiety, and injury to the | 


peripheral fibers of the trigeminal nerve. The inci- 
dence of recurrence is high on the basis of indi- 
vidual clinical records. There are, however, no 
reliable figures on the percentage of recurrence 
in the population at large, for many cases are mild 
or escape diagnosis. 

With recurrence, the inflammation may involve 
deeper layers of the cornea, producing the so- 
called diskiform types of keratitis with their ame- 
boid or geographical morphology. Prior to World 
War II this type of recurrent inflammation was 
relatively benign, lasting three or four weeks and 
leaving only minimal scarring. In the postwar era, 
however, a more severe type of inflammation has 
been seen, persisting for many months and leading 
to corneal necrosis and occasional perforation. Also, 
many cases of a herpetic uveitis have accompanied 
such prolonged inflammations. It has been sug- 
gested that this represents an increase in the viru- 
lence of the virus and that in some instances it is 
due to the injudicious use of topically applied 
steroid preparations. Cortisone should not be used. 
When a recurrent inflammation persists, with the 
danger of severe complications, lamellar kerato- 
plasty is now becoming recognized as the therapy 
of choice, since it removes the infected tissue, 
replacing it with healthy tissues, preserving some 
useful vision, and terminating the inflammation. 


ANTICOAGULATION THERAPY 
To tHE Eprror:—What are the indications for and 
the management of anticoagulation therapy in 
acute and chronic cerebrovascular disease? 
M.D., California. 


ANsweR.—Anticoagulation is indicated in- 
stances of occlusive cerebrovascular disease and 
cerebrovascular insufficiency in the absence of 
any hemorrhagic or massive intracranial lesion. All 
patients with the stroke syndrome should be studied 
by x-ray of the skull, electroencephalography, lum- 
bar puncture, and angiography prior to the initia- 
tion of anticoagulant therapy. If any of these studies 
indicate a hemorrhagic or massive lesion, anti- 
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coagulation is contraindicated. Anticoagulation is 
contraindicated in hypertension when the blood 
pressure level is greater than 180 to 200 mm. Hg 
systolic or 110 mm. Hg diastolic. Anticoagulation 
therapy is used with a major vessel occlusion in- 
volving branches of the circle of Willis where dem- 
onstrated by angiography, i. e., anterior cerebral 
occlusion or middle cerebral occlusion. Where a 
partial carotid lesion is demonstrated by the angio- 
gram and intimectomy is indicated, anticoagulation 
therapy is begun early and heparin may be initially 
used for rapid anticoagulation. This drug is given 
in doses of 50 mg. by deep subcutaneous injection 
every six hours, and the clotting time is checked by 
the Lee-White method twice a day. When desir- 
able, bishydroxycoumarin therapy is begun simul- 
taneously and heparin therapy discontinued when 
therapeutic levels of prothrombin activity are 
reached. Once the decision for anticoagulation is 
made, it is accomplished by the administration of 
300 mg. of bishydroxycoumarin on the first day and 
200 mg. on the second day; then the daily dosage 
is adjusted in relation to the prothrombin activity. 


BLOOD SPECIMEN SELECTION 

To THE Eprror:—Does a fresh specimen of capillary 
bluod give more accurate results than venous 
blood to which an anticoagulant has been added 
when examined for red blood cell count, white 
blood cell count, hemoglobin estimation by the 
Sahli method, and preparation of a blood smear 
for study of erythrocyte morphology and estima- 
tion of differential leukocyte count? 

Frank P. Mathews, M.D., Olympia, Wash. 


AnsweER.—Red blvod cell counts and hemoglobin 
estimations may be performed on either capillary 
or venous blood to which an anticoagulant has been 
added. The erythrocytes may be counted at any 
time after the blood is drawn, if there is no he- 
molysis and the sample is well shaken. The hemo- 
globin estimation can be performed even after 
hemolysis has begun. If the same techniques are 
always used, standards may be established and de- 
terminations can be compared. The venous blood 
mav give somewhat higher but more uniform val- 
ues, since admixture of tissue juices does not cause 
dilution. When capillary blood is used, it is im- 
portant that the finger or ear not be squeezed and 
that the flow of blood be free. 

Leukocyte counts can be obtained with a fair de- 
gree of accuracy from freshly drawn venous blood 
with an anticoagulant added. The rate of disinte- 
gration of leukocytes allows refrigerated storage for 
24 to 48 hours, but this is not the best policy. No 
anticoagulant preserves either red or white blood 
cells sufficiently for reliable differentiation of nu- 
cleated cells or accurate morphologic description 
of red blood cells. 
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IDIOPATHIC TROPICAL SPRUE 


To THE Epitror:—Is tropical sprue idiopathic? What 
causes the bleeding in some patients? If hema- 
turia occurs, what are the sources of bleeding in 
the urinary tract? What is the value of the banana 
dict? Is there any indication for the use of corti- 


sone? _— Floyd O. Smith, M.D., Felton, Calif. 


ANSWER.—The disorder is considered idiopathic. 
Nontropical sprue in contrast appears to be asso- 
ciated with an abnormal response to gluten protein 
derived from wheat, barley, or oats. Bleeding tend- 
encies are seen rarely in tropical sprue and are 
more frequent in nontropical cases. The bleeding 
defect is related to low prothrombin levels resulting 
from malabsorption of oil-soluble vitamin K. The 
bleeding is corrected by parenteral administration 
of vitamin K preparations. Bleeding after vitamin 
therapy in the urinary tract must be attributed to 
other causes. The banana diet is not of special value 
in tropical sprue but is helpful in nontropical sprue 
by eliminating wheat from the diet. Cortisone ther- 
apy improves intestinal function, but patients with 
nontropical sprue should follow a gluten-free diet 
for at least 200 days to exclude wheat protein as the 
agent causing malabsorption. Cortisone is of value 
in early period of treatment to improve absorption 
of foodstuffs by the small intestine, but the diet 
should be managed to prevent complications of 
corticoid therapy. Sprue secondary to lymphoma, 
collagen disorders, and intestinal lipodystrophy 
may respond only to cortisone. 


ELIMINATION OF HOUSE MOLD 


To THE Eprror:—How can a basement be kept free 
of mold? 


Henry Krochmal, M.D., Meriden, Conn. 


ANSWER.—Basements have the reputation of con- 
taining a high mold-spore level, but during 
humid weather the molds are not limited to the 
basement and often develop in any part of the 
house. They grow on leather, books, food, clothing, 
furniture, and in and on other materials. Each 
mold growth releases large numbers of spores 
which may remain suspended in the air for a long 
time. 

Dehumidifying equipment in the basement, dry 
heat, and opening windows during dry weather 
will retard the growth of mold. Mold colonies al- 
ready established will produce spores so abundantly 
that air decontamination is necessary. Circulation 
of air through filtering devices, combined with fre- 
quent and thorough cleaning of room surfaces and 
furnishings, is one method of spore removal. 

The mycelia penetrate some materials, where they 
remain waiting to grow whenever conditions are 
favorable. There is no effective method for destroy- 
ing these embedded molds except to remove the 
objects harboring them. Impeding the growth of 
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molds or limiting the spore content of the air 


--would minimize symptoms due to mold allergies. 


Effective measures to keep the basement free of 
mold are likely to be drastic ones. 


FLUORIDE TABLETS 
To THE Eprror:—Which fluoride tablets are satis- 
factory and safe for the purpose of controlling 
dental caries? What is the dosage schedule? 
Ronald M. Thompson, M.D. 
West Palm Beach, Fla. 


ANSWER.—The council on dental therapeutics of 
the American Dental Association recently com- 
mented on the prescription use of dietary fluorides 
(J. Am. Dent. A. 56:589 [April] 1958). A number of 
forms of fluoride supplements are on the market. 
The only one that has been brought into conformity 
with the council’s provisions is the product market- 
ed under the brand name Fluoritabs. Additional 
products may be’added to this list. 

An excerpt from the council’s announcement 
reads as follows: 

Fluoride tablets may be employed with least difficulty in 
localities where the drinking water is substantially devoid 
of fluoride. The following prescription illustrates their use: 

Rx: Sodium fluoride tablets 2.2 mg. Dispense 100. 

Label: Use according to written directions. 

CAUTION: Store out of reach of children. 

Written directions should be provided according to the 
age of the child as follows: 

(1) Before two years of age. Add one fluoride tablet to 
each quart of water used for drinking purposes and for the 
preparation of formulas and other food. 

2) From two to three years of age. Every other day add 
one fluoride tablet to an amount of fruit juice or drinking 
water which the child will consume at one time. 

(3) After three years of age. Administer one tablet each 
day in an amount of fruit juice or drinking water that will 
be consumed at one time. 


AUTOMOBILE SAFETY BELTS 


To THE Eprror:—I have provided my automobile 
with seat belts, yet I cannot induce my family to 
use them consistently. An alternative device is a 
padded shelf which pulls out from the dashboard 
and locks into position. What is the effectiveness 
of the latter as compared with seat belts? 

Sam I. Lerman, M.D., Detroit. 


ANSWER.—This query is pertinent to the known 
fact that, of the number of persons who have belts 
in their automobiles and become involved in a crash, 
80% do not have the belts fastened. This consultant 
has examined the padded shelf mentioned and finds 
it inadequate in several respects. The principal 
objection is that it does not provide restraint when 
the car is struck from the side, and the shelf, like the 
belt, requires a specific act or decision to bring it 
into place. The proper attitude in regard to the seat 
belt is to introduce it into one’s habit pattern. In 
this way the belt is always in place even though 
one merely backs the car from the garage to the 
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driveway. Eventually, a belt that automatically falls 
into place when the door is closed will offer a solu- 
tion. Two of this type have been patented and 
appear mechanically sound. 

Legislation to require motorcars to have minimum 
safety devices is before Congress, and letters to 
senators and congressmen urging the passage of 
H. R. 1346 and H. R. 1341 are very much needed. 
The two bills have been favorably reported out by 
the House Committee on Interstate and Foreign 
Commerce. 


OTITIS DUE TO PSEUDOMONAS 
IN NEWBORN INFANTS 


To THE Epitor:—In the nursery for newborn infants, 
six or seven developed an aural discharge which 
caused no clinical symptoms. Cultures of the dis- 
charge showed Pseudomonas aeruginosa. Is that 
of any clinical significance? What is the treat- 
ment? What measures could be used in the 
nursery to prevent the recurrence or the spread of 
the infection? 


Samuel Newman, M.D., Danville, Va. 


ANSWER.—Pseudomonas aeruginosa is a slender 
rod-shaped gram-negative organism that frequently 
causes suppuration, especially of the middle ear, 
in children. Destructive lesions of the skin and 
ulcers of the alimentary mucosa from this cause are 
not uncommon. It is probably involved in some 
cases of infantile diarrhea. In rare instances the 
infection may become a bacteremia with death as 
a possible result. Pseudomonas infections are diffi- 
cult to treat because of resistance of the organisms 
to antibiotics. Testing of the bacilli in one laboratory 
revealed that 30% were resistant to all antibiotics. 
Control of hospital infections would require dis- 
covering by sensitivity tests whether the particular 
strain is sensitive to any antibiotic and, if so, its use 
systemically and locally. Quarantine should be es- 
tablished, with attention to attendants as possible 
carriers and to contaminated articles that are re- 
moved from the nursery. 


UNDESCENDED TESTES 


To THE Eprtor:—A 6-year-old boy has received care 
for several years because, by physical examina- 
tion, there were no testes to be found. Endocrine 
therapy given at the age of 3 years failed to pro- 
duce any change in this situation, and an explor- 
atory operation has now been recommended. If 
there is loss of gonadal tissue would there be any 
testicular endocrine function? Should the ex- 
ploratory operation be unilateral? 


Leonard H. Blackwell, M.D., Pontiac, Mich. 


ANSWER.—If operation discloses testes with sper- 
matic vessels so short that scrotal placement is im- 
possible, the continuing retroperitoneal position will 
not adversely affect endocrine function. The sper- 
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matogenic epithelium will, of course, be completely 
destroyed. If, on the other hand, the blood supply 
to the testis is obstructed during the course of the 
difficult orchiopexy, atrophy of all the testicular ele- 
ments will result. Such bilateral failure would re- 
sult in eunuchism. For this reason, unilateral op- 
eration is recommended. If operation discloses a 
testis amenable to satisfactory scrotal placement, 
operation on the other side may be done after a 
short convalescence. If the operation on the first 
side reveals conditions unfavorable for orchiopexy, 
the contralateral operation should be canceled be- 
cause it is likely that a similar anomaly exists on 
the opposite side. 


SIGNIFICANCE OF SPUTUM CULTURE 


To THE Eprtor:—Is Aerobacter aerogenes consid- 
ered to be pathogenic when found in sputum 
and throat cultures? 

Dale C. Hager, M.D., Beaumont, Texas. 


ANSWER.—The question cannot be answered un- 
equivocally because of the interrelationships among 
the so-called enteric bacilli. Klebsiella pneumoniae 
(Friedlainder’s bacillus) is usually heavily encap- 
sulated and its colonies are excessively mucoid in 
character. It is, for all practical purposes, indis- 
tinguishable from A. aerogenes and other related 
forms (Citrobacter, etc.). When the micro-organ- 
ism 1s found in conjunction with the characteristic 
acute pulmonary disease it is designated Klebsiella, 
but in the absence of pneumonic disease it is cus- 
tomarily reported as Aerobacter or coliform. There 
is little evidence that certain strains of Aerobacter- 
Klebsiella can be differentiated on the basis of 
high virulence for man. 

Coincident with, but not necessarily related to, 
the use of broad-spectrum antibiotics, an increase 
in coliform flora has been observed in the upper 
respiratory tract. When hemolytic coliform bacilli 
occur in heavily pure culture, they may be asso- 
ciated with the inflammatory reaction of sore throat, 
but a causal relation is not thereby established. 


KLEPTOMANIA 

To tHe Epriror:—A girl now aged 15 has been 
stealing objects of small value since the age of 6. 
Rings seem to fascinate her the most. This is 
evidently a case of kleptomania. Would psychi- 
atric care help this child? Would this trait be 
inherited by her children? 

A. C. Scott, M.D., Evansville, Ill. 


ANSWER.—This patient ought to receive psychi- 
atric care and should be helped by treatment. 
Children who feel basically deprived in essential 
personal relationships sometimes give expression to 
their feelings by stealing. The child who feels un- 
loved or discriminated against by the parents does 
the stealing as an unconscious attempt at symbolic 
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gratification for the need not met in actual life. An 
essential part of treatment is helping the parents 
understand the nature of the difficulty so that they 
may help the child by more adequately meeting his 
need for affection and understanding. Neurotic 
symptoms are not transmitted to children on a 
hereditary basis. Any neurotic attitude, if not modi- 
fied by treatment or by healthy normal maturation, 
can unfavorably influence the manner in which the 
parent cares for and rears children. The child could 
then betray a neurotic pattern that may or may not 
be similar to that of the parent. 


USE OF PARALDEHYDE 


To THE Epitor:—The following questions relate to 
the use of paraldehyde in the treatment of a 
chronic alcoholic who is otherwise in good health, 
except for mitral valve damage from rheumatic 
fever. What is the length of therapy and the dos- 
age that can be safely given? Can it cause tissue 
damage? What would be a substitute medica- 


ment? M.D., Nebraska. 


ANsSwER.—The effects of paraldehyde are similar 
to those of alcohol, and when addiction develops 
the manifestations are also similar and include the 
possibility of delirium tremens during withdrawal. 
Toxic effects result from paraldehyde that has de- 
composed due to exposure to light or other reasons 
to form acetaldehyde. A report of renal tubular acid- 
osis resulting from paraldehyde ingestion was given 
by Elkinton and others (Am. J. Med. 23:977 [Dec.] 
1957). During six years of follow-up the patient in- 
gested 60 to 120 cc. of paraldehyde a day. There 
are reports of organ damage from paraldehyde. 
The rheumatic heart disease with mitral stenosis 
would not be affected by the paraldehyde. There 
is no less toxic drug which could be substituted. 


URINARY BLADDER CAPACITY 


To THE Epiror:—An elderly woman was hospital- 
ized for suppurative meningitis. On the 10th 
day she developed azotemia and a gradually 
enlarging mass in the lower abdomen. She was 
voiding 1,200 to 1,400 cc. of urine a day, but 
because of the azotemia and the mass, which 
had now extended above the umbilicus, she was 
catheterized. The mass disappeared as 4,800 cc. 
of urine was drained out, and the azotemia im- 
proved. Since this procedure she has not been 
able to void voluntarily. She has been on therapy 
with bethanechol chloride. How much urine can 
the bladder contain? How thin will the bladder 
wall be when distended to the capacity of 
4,800 cc.? A. D. Talusan, M.D., Baltimore. 


ANSWER.—Textbooks indicate a maximum blad- 
der capacity of 2,000 to 4,000 cc. The greatest re- 
corded volumes retained by the urinary bladder 
are 9,000 cc. in one patient and 11,000 cc. in 
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another. The thickness of the bladder wall may 
vary from 1 to 10 mm., and one can only guess 
that it would be less than 1 mm. when containing 
1] liters of urine. . 


SYMPTOMS OF CORONARY DISEASE 


To THE Eprtor:—A patient had a coronary occlusion 
one year ago and since has been taking 200 mg. 
of phenindione daily, 0.25 mg. of digoxin daily, 
and a tranquilizer. For several months there has 
been a tingling, sensations of pricking, formica- 
tion, and a feeling of coldness or anesthesia in the 
right upper extremity and right side of the face. 
Could these symptoms be due to drug sensitiza- 
tion, or are they part of the thrombosis? Could 
concurrent arthritis cause the sensations? 


William J]. MacDonald, M.D., Boston. 


ANSWER.—Drug sensitization does not produce the 
symptoms described. Such symptoms in the upper 
extremities are frequent after a coronary throm- 
bosis, and they less frequently are felt in the face. 
Spondylitis, arthritis of the shoulder joint, and other 
skeletal lesions may be sites of referred sensations 
due to arteriosclerotic heart disease. For example, a 
patient with an old ununited fracture of the left 
humerus had pain which was relieved by nitro- 
glycerin and was felt only at the site of his old 
fracture. When he later had a myocardial infarction, 
the pain was again at the site of the old fracture. 


CARCINOMA IN SITU 


To THE Eprror:—A 43-year-old patient had a pan- 
hysterectomy for epidermoid carcinoma in situ of 
the cervix. Should estrogen be given if the patient 
needs control of menopausal symptoms? 


William E. Ehling, M.D., Streator, IIl. 


ANsWER.—There would be no contraindication to 
the administration of exogenous estrogens in a pa- 
tient who has had proved carcinoma in situ of the 
uterine cervix. This would be based on the fact that 
total hysterectomy with preservation of the ovaries 
is an accepted form of treatment for this condition. 


YELLOW SKIN IN INFANTS 

To THE Eprror:—A 10%-month-old child has had 
yellow discoloration of nasal labial folds and 
both ears. The rest of the body, including the 
scleras, shows no discoloration. There has been 
no excessive vitamin ingestion, and the color 
varies in intensity but never quite disappears. 
The child is developing well. Please explain this 
phenomenon. 

George Vash, M.D., Lonaconing, Md. 


ANSWER.—It is not possible to give a satisfactory 
answer to this question without more information. 
If the pigmentation is really yellow and jaundice 
and drugs (quinacrine hydrochloride and _ picric 
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acid) are not implicated, it is possible that this 
pigmentation is due to carotenemia or xanthoma- 
tosis. The localization of the discoloration to the 
nasal labial folds and ears is compatible with 
carotenemia. Carotenemia can be diagnosed by 
determination of the level of serum carotene. 
Carotenemia is common in infants. A person with 
xanthomatosis has either localized nodules or dif- 
fuse yellowing of the entire skin surface. Other 
possible causes would be myxedema and diabetes 
mellitus. 


VITAMINS B, AND B,» 

To tHE Epitor:—Is there any advantage for peo- 
ple of the middle-age group to partake daily 
of vitamins B, and B,, if there is no medical in- 
dication for them? Will a daily intake of them at 
the average dosage of 10 mg. do any harm? 

Jacob M. Cahan, M.D., Philadelphia. 


ANswer.—Vitamins, like other medicaments, 
should not be administered without definite indi- 
cation. There is no definite advantage for middle- 
aged people to take vitamins B, and B,. in quantities 
of 10 mg. daily. The human requirement for nei- 
ther of these vitamins is firmly established, but evi- 
dence would indicate that the dietary requirement 
of vitamin Bg is much less than 10 mg. per day and 
that there is little likelihood that an ordinary diet 
in the United States would be deficient in this 
factor. The daily requirement for vitamin By» is a 
few micrograms or less per day. An amount of 10 
mg. per day would exceed any possible human 
requirement. There is no evidence to indicate that 
excessive quantities of vitamins Bg or B,;. would be 
harmful. The cost of such quantities is not incon- 
sequential however. 


JUTE FIBER PNEUMOCONIOSIS 
To THE Eprror:—Is pneumoconiosis caused by the 
inhalation of jute? A carpet layer, who is 38 years 
old, has increasingly severe dyspnea, and he has 
a chest expansion of only 1 in. Jute is a common 
component of carpet padding. 
Seymour A. Hartman, M.D. 
Sherman Oaks, Calif. 


ANSWER.—Contact with jute has been identified 
with dermatitis due to the oils and soaps used in 
the primary preparation of the jute. Jute itself may 
be an irritant or allergen causing dermatitis. A var- 
iety of pulmonary tract involvements from jute, in- 
cluding laryngitis, bronchitis, asthma, pneumonitis, 
emphysema, and bronchopneumonia, are referred to 
as “mill fever,” which is a transient, three-to-four- 
day illness believed to be related to an allergic 
response to the vegetable fiber. It is not known that 
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such conditions appear in persons with trades such 
as carpet laying, in which the exposure may be 
minimal. 


MINERAL SPIRITS AND RESPIRATORY 
IRRITATION 


To THE Eprror:—A patient developed the sensation 
of tightness of the throat which occurs occasion- 
ally, accompanied by a dry cough and some 
dyspnea, These symptoms last for a week, dis- 
appear, and then recur. He is a 44-year-old man 
who works in an automobile factory where part 
of the work is to wash metal parts in a solution 
of mineral spirits. Is there a possible relationship 
between this work and his respiratory difficulty? 

B. Goldberg, M.D., Chicago. 


ANSWER.—Mineral spirits is a petroleum fraction 
akin to naphtha and kerosene. In low concentration 
its vapors may produce irritation of the eyes and 
respiratory tract. In comparison to other petroleum 
liquids it has a relatively high boiling point and 
evaporates slowly. Thousands of workers are ex- 
posed to this chemical each day without medical 
sequence. It is unlikely that any significant dyspnea 
could be traced to this cause. 


DISASSOCIATION OF TWINS 


To THE Eprror:—Are there psychological or medical 
reasons for advising the parents of twins to 
separate the children in their classrooms on start- 
ing school? M.D., Illinois. 


ANSwWER.—It is desirable to gradually bring about 
some separation between twins. When together con- 
stantly and dealt with as though they were one, the 
children tend to rely exclusively on each other and 
may not reach out toward association with other 
children. It is easier for each to attain a sense of 
identity if they are not together constantly. If they 
differ in abilities there will be less competitiveness 
when they are separated. Separate classrooms when 
feasible are preferred. In the same classroom, how- 
ever, a teacher can bring about a degree of separa- 
tion and should make an effort to handle them as 
individual children. 


SODA LIME REFILL SCHEDULE 
To THE Eprror:—How often should the soda lime 
be changed or replenished in the canister of a 
closed-circuit anesthetic machine? The machine 
is used with nitrous oxide and oxygen for ob- 
stetric deliveries. 
Homer G. Ellis, M.D., Centreville, Miss. 


Answer.—In anesthesia machines with a single 
small soda lime canister, the material should be 
changed after four to five hours of use. In machines 
with larger canisters, which usually contain 1,300 
to 1,400 Gm. of soda lime, the material should be 
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changed after 10 to 11 hours. Many carbon dioxide- 
absorbing materials contain an indicator which 
causes the absorbent to change color when it be- 
comes exhausted. This change of color is a gross 
test and not infallible but is helpful in detecting 
exhausted soda lime. 


ELASTIC BANDAGE APPLICATION 
To THE Eprtor:—Have standards been set for the 
use of elastic bandages with regard to method 
of application and amount of pressure to be 
applied? What is the use of molded shoes in 
the treatment of disorders of the foot and leg? 
Fred Stern, M.D., Brooklyn, N. Y. 


ANSWER.—There is no standard technique for 
the method of application or for the amount of 
pressure to be applied with an elastic bandage. 
This varies with the condition for which it is used. 
The technique is to have the bandage overlap 
itself about half its width. The amount of pressure 
should never exceed the amount of elasticity of 
the bandage. The technique of molded shoes for 
the most part has been in the hands of custom 
shoe builders. 


HEPATITIS AND DIET 

To THE Eprror:—Is chocolate harmful for people 
who have had hepatitis or other liver disease? 
How long after virus hepatitis should one re- 
frain from alcohol? 
Francis Willner Epstein, M.D., Toledo, Ohio. 


ANSWER.—Diets prescribed for patients who have 
hepatitis or diseases of the liver should be low in 
fats. Chocolate contains 30 to 50% cocoa butter 
and is a concentrated source of fat. Alcohol is 
rapidly absorbed from the fasting stomach and 
goes to the liver, where excessive amounts would 
cause damage. A patient with hepatitis should be 
deprived of alcohol until the serum bilirubin level 
is normal and the cephalin flocculation value has 
returned to 1+. The time is usually two years. 


COLORED BASEBALLS 
To THE Eprror:—Is a colored baseball (yellow or 
orange) more visible and more safe than a white 
one? The colored ball size would be about 2.9 
in. in diameter. Baseball is played in the 
afternoon and early evening until dusk. 
Robert E. Murto, M.D., Trenton, N. J. 


ANSWER.—A white baseball has a higher reflec- 
tivity of luminance than one of any other color. 
Visibility is lessened by smudge, so a plastic finish 
that allows dirt to be easily wiped off would be 
advantageous. When a ball is used in twilight, 
increased visibility would result if six dime-sized 
spots in blue-green phosphorescent paint were 
placed equidistantly on it. 
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HOMOLOGOUS KIDNEY TRANSPLANT 
To THE Eprror:—Has there been, recently, a suc- 
cessful kidney homotransplant in a human being 
other than an identical twin? 
John Bartness, M.D., Albert Lea, Minn. 


ANSWER.—One transplant has been done between 
twins who were not identical. This was successful 
for more than three months. Bilateral nephrectomy 
was performed on the recipient on Feb. 4, 1959, 
and his state of health is still excellent. Dr. John 
P. Merrill directed the medical care, Dr. James B. 
Dealy administered total body radiation of 250 r 
and 150 r, and the operation was performed by Dr. 
Joseph S. Murray and Dr. J. Hartwell Harrison. 


NASAL ULCER 

To THE Eprror:—A 35-year-old man has an ulcer 
in the nasal vestibular mucosa over the lateral 
cartilage. There is an amber-colored granular 
crust, which wipes off easily. There is no bleed- 
ing. Tests show a few polymorphocytes in smear 
of the nasal discharge and hemolytic staphylo- 
coccus by bacterial culture. What is cause and 
treatment? M.D., Michigan. 


ANsweER.—In view of the laboratory findings, one 
would use an antibiotic or sulfonamide systemi- 
cally and topically to treat the hemolytic staphylo- 
coccus infection. 


SLEEPING POSTURE 

To THE Eprror:—Would any deformity develop as 
a result of sleeping with a small pillow between 
one’s knees? M.D., Tennessee. 


ANSwER.—There is no apparent deformity that 
would occur in an adult with normal extremities 
from this use of a pillow. The patient with arthritis, 
using a pillow under the knees, could develop a 
flexion contracture. In children no deformity would 
occur, and it is possible that a pillow between the 
knees, as a splint with the ankles held together 
by bandaging, might be of some value in correcting 
knock-knees. 


TRANSFUSION REACTION AND SEX FACTOR 

To THE Eprtor:—Is it possible that the presence or 

absence of chromatin sex factors is important 

in blood transfusion reactions of undetermined 

cause, i. e., male recipient of blood from female 

donor and female recipient from a male donor? 
Herman Goodman, M.D., New York. 


ANSWER.—There are no reported complications 
which are attributed to the use of blood for trans- 
fusion when the donor is of the opposite sex and all 
other factors are compatible. It is possible, how- 
ever, that future work may show some sequela due 


to transfusions of this type. 
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